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Preface

In response to a rapidly growing man-
aged care environment, the Coordinating
Committee and the Access to Care Subcom-
mittee of the National Heart Attack Alert
Program (NHAAP) recommended that the
December 1995 Coordinating Committee
meeting have a special focus examining the
data showing that managed care may pose
barriers to accessing timely and appropriate
care through bureaucratic and financial dis-
incentives, because of the importance of
early recognition and response to patients
with symptoms and signs of acute cardiac
ischemia (ACI), including acute myocardial
infarction (AMI) and unstable angina. Rapid
access to appropriate care is paramount for
these patients because of the potentially
emergent nature of their condition and the
time sensitivity of current treatments such as
thrombolytic therapy for patients with a
heart attack.

The overall goal of this meeting was to
explore policies and trends in managed care
as they affect access to care and the rapid
identification and treatment of patients with
symptoms and signs of ACI/AMI as well as of
their potential implications for the NHAAP’s
educational efforts with health care
providers, payers, patients, and the public.

The NHAAP established the following
objectives for the meeting:

1. Highlight NHAAP educational issues

related to the program’s three phases;
Phase |, patient/bystander recognition
and response; Phase Il, prehospital
action (access to emergency medical
services [EMS]); and Phase Ill, hospital
action that includes hospital evaluation
and treatment that are critical to the
rapid identification and treatment of
patients with ACI.

. Present an overview of current policies

in the emerging managed care environ-
ment as they relate to access to care
and triage and to provisions for reim-
bursement for transportation, evalua-
tion, and treatment of patients with
symptoms suggestive of ACI.

. ldentify areas and issues where the

managed care industry and the NHAAP
converge and diverge in terms of rec-
ommendations for, or approaches to,
accessing and receiving emergency car-
diac care, including how the NHAAP
and managed care organizations could
identify shared goals for the ultimate
benefit of patients.

. Discuss the possible role of quality indi-

cators or outcomes for the managed
care industry related to triage, trans-
portation, evaluation, and treatment of
patients with potential ACI.



5. ldentify areas in the emerging managed
care environment where education of
providers, patients, and the public is
needed to ensure rapid and appropriate
access to care for patients with possible
ACI.

6. ldentify existing and needed data for
making useful comparisons of access to
care for evaluation and treatment of
patients with ACI under managed care

versus traditional fee-for-service systems.

This process includes identifying what
is known about potential disparities for
minority and socioeconomically disad-
vantaged groups and patients in remote
and rural settings.

The Program Planning Committee for
this special meeting recognized the broad
scope of what constitutes managed care,
including health maintenance organizations
(HMOs), independent practice associations
(IPAs), networks, and hybrid plans.

Vi

The format for the meeting included
presentations that addressed managed care
and access to care relative to patients and
bystanders; prehospital care, including trans-
portation and choice of hospital; and triage,
treatment, and reimbursement once patients
arrive at the hospital or other treatment
facility. There were also two panel discus-
sions and small-group discussions in which
the NHAAP Coordinating Committee identi-
fied the perceived barriers for each of the
program’s three phases as well as possible
solutions and next steps.

The recommendations from this meeting
will assist the NHAAP Coordinating
Committee in determining the effect of man-
aged care on the educational efforts and
direction of the program, including program
directions that are confluent with the
emerging managed care environment as well
as proactive in shaping education and poli-
cies to ensure access to care for the patient
with symptoms and signs of ACI.

B,IMW

Dr. Claude Lenfant

Director

National Heart, Lung, and Blood Institute
National Institutes of Health

Bethesda, Maryland



Executive Summary

Introduction

This Executive Summary provides syn-
opses of the presentations given at the
NHAAP Coordinating Committee’s meeting
held on December 12,1995, in Bethesda,
Maryland. The purpose of this meeting was
to explore and discuss the policies, trends,
and potential barriers to early access to
appropriate care in the emerging managed
care environment and examine how they
potentially may affect the care of patients
with symptoms and signs of ACI, including
AMI and unstable angina. The members of
the NHAAP Coordinating Committee, several
industry representatives, and members of the
audience exchanged information, explored
solutions, and offered recommendations.

National Heart Attack
Alert Program

The NHAAP began in 1991 and is one of
several educational programs sponsored by
the National Heart, Lung, and Blood Institute
(NHLBI) of the National Institutes of Health
(NIH). The goal of the NHAAP is to alert
health care professionals, patients, and the
public in general to the need for rapid identi-
fication and treatment of individuals with a
possible heart attack to reduce deaths and
disability.

All of the Institute’s educational pro-
grams are partnerships between the
Institute, which is really the sponsor or cata-
lyst, and the individual organizations repre-
senting professional, voluntary, private-
sector, and public-sector groups with a
shared interest in the objectives of the pro-
gram, in this case, the rapid identification
and treatment of patients with ACI, including
AMI and unstable angina.

To date, the NHAAP has directed its
efforts to educating EMS providers and sys-
tem administrators and hospital emergency
department (ED) professionals, but one of its
biggest remaining hurdles is to educate the
public about the need for rapid response to
individuals with symptoms and signs of ACI.
For example, data indicate that currently
many people delay 4 hours or longer before
seeking help when they have symptoms of a
heart attack.

One of the driving forces in today’s
health care environment is managed care.
Approximately 70 percent of the U.S. popu-
lation with employer-sponsored health cov-
erage is enrolled in a managed care plan.
Questions have been raised by committees
of the NHAAP about how managed care
providers determine whom the patient
should call first when he or she experiences
symptoms of ACI. To what hospital should
the patient go? Who should approve treat-
ment en route or once the patient is in the



ED? Will use of the ambulance and ED be
reimbursed, especially if the patient does not
have a final diagnosis of AMI? These ques-
tions gave impetus to the special meeting
examining access to care for the patient
with symptoms and signs of ACI within the
context of the managed care environment, in
December 1995.

Highlights of the
Meeting Presentations

Access to Care and
Triage Under Managed Care:
What Are the Data?

Robert Brook, M.D., Sc.D., F.A.C.P.

Professor of Medicine and Health Services

Center for Health Sciences Program

University of California at Los Angeles

Director of the Robert Wood Jobnson Clinical
Scholars Program, University of California
at Los Angeles

Director of the Rand Corporation Health
Science Program

Santa Monica, California

According to Dr. Robert Brook, few data
exist on quality of care and access to care
under managed care systems. In fact, there
is little information on what is considered to
be necessary medical care for patients with
heart disease in any medical setting. Avail-
able research suggests that striking differ-
ences in quality of care and access to care
exist in both managed care and fee-for-
service systems.

The new paradigm in health care that
will dominate all forces in medicine over the
next decade, at least in the United States, is
to lower costs but maintain quality. So the
goal of all types of health care organizations
is to provide neither too much care nor too
little care. Dr.Brook suggested that a series
of financial disincentives has developed that
will change the way medicine is practiced.

2

Dr. Brook proposed that the goal of
NIH, the Agency for Health Care Policy and
Research (AHCPR), and any research or
operational group should be to produce a
counterincentive to any financial disincen-
tives to keeping quality of care and access to
care on the agenda. In any given year, 2 per-
cent of the U.S. population spends 41 per-
cent of all health care dollars. Fifty percent
of the population spends only 3 percent of
the dollars. People with cardiovascular dis-
ease are in the 2-percent category, and they
are the ones at whom cost containment
activity will be directed.

Therefore, it is critical to do research to
find out what is necessary care in this envi-
ronment. Necessary care is care in which
the benefit to the patient is greater than the
risk to the patient, and the benefit has to be
nontrivial. In addition, it is care that a physi-
cian should offer to a patient. According to
Dr. Brook, we need to ask what we mean in
terms of access to care for patients with
chest pain. What part of it is necessary, and
what part of it is less than necessary?

Dr. Brook suggested that the first goal is
to determine what necessary care is; other-
wise, it will be impossible to answer the
question of how managed care affects
access to care. Before one can critique man-
aged care and its effect on access to care of
patients with chest pain, one must know
what is meant by necessary care. A balanced
approach is needed because, for example, if
everyone is encouraged to call 9-1-1 every
time he or she feels chest pain and everyone
is sent to the ED, questions of overuse of
EMS need to be addressed as well.

The second goal, Dr. Brook continued, is
to eliminate waste. If there is a demand for
access to care, then necessary care needs to
be provided more efficiently. The health ser-



vices research literature provides numerous
examples of policies produced by looking
only at benefit and not at cost.

Dr. Brook observed that the third goal is
to improve the mean levels of quality of
care, appropriateness, excellence, and patient
satisfaction and decrease their variations
within the medical community. People want
excellent care, and they also want to be
treated like human beings. Health care pro-
fessionals want to increase patient satisfac-
tion with medical care. But everything done
in medicine, all the training programs, etc.,
increases variation in quality. This system
has delivered to the health care community
doctors who produce very different levels of
quality because the system rewards excellent
doctors and puts them in the best places.
This situation is going to have to change if
the questions raised are to be addressed.

One way of improving the science
regarding appropriate care is to analyze the
literature and establish criteria for appropri-
ateness and necessity. This can be done by
using the definition of appropriateness that
says that the health benefit exceeds the
health risk. If one looks at less than appro-
priate care nationally in this country, Dr.
Brook noted, one finds that of selected pro-
cedures, one-fourth to two-thirds of services
provided by medicine are less than appropri-
ate. No economic change in the system will
selectively remove the less than necessary
services and keep the services that are clini-
cally necessary without having a clinical
method for making sure that this occurs.

If economic barriers are placed in front
of people, they will decrease their use of
care. Unless clinical systems are built to
change that situation, patients will decrease
their use of care for conditions that are

important clinically at the same rate that
they will decrease the use of care for condi-
tions that are not important clinically.

Managed care may actually be useful if it
Is care as opposed to money that is being
managed. If care is managed with good clin-
ical rules, it may be possible to eliminate less
than necessary care and improve quality at
the same time. There is hope that managed
care will actually begin to change some of
the counterproductive policies that medi-
cine has developed.

The challenge, Dr. Brook said, is how to
provide the science-based recommendations
to managed care organizations to help them
selectively decide what to keep and what to
eliminate for patients with ischemic heart
disease. The Government should be produc-
ing a series of products aimed at helping
managed care organizations practice better
medicine for patients with ischemic heart
disease.

What about excellence of care? Data
from the only national study of hospitals in
the United States to examine quality of care
indicate that the mortality rate from heart
attacks and heart failure varied significantly
by which hospital was being examined. The
differences were due to variations in physi-
cian and nurse knowledge, use of technical
procedures, and the use of intensive care
units. Such data indicate that a large num-
ber of deaths resulting from differences in
guality of care are preventable, yet the
amount of money being invested to improve
the science in this area is very small.

There is more evidence in the research
literature on quality of care related to
ischemic heart disease. One study examined
initial hospitalizations and whether therapies
known to be beneficial for AMI patients



were actually given to them, including such
things as aspirin, beta-blockers, and throm-
bolytic therapy. A large number of studies
now suggest that even the simplest things
that are known to work in patients with
heart attacks are given to those patients

50 percent of the time or less.

Dr. Brook summarized the issues in this
new environment of managed care as lower-
ing costs, increasing accountability, and
developing systems to ensure that the care
for all patients is better. In medicine overall,
there are no clinical systems in place that
allow efficient interaction within a complex
health care environment.

What about changing behavior? Phy-
sicians want to read less when they need
information and want it available in the most
precise clinical manner, perhaps in the form
of guidelines. Education coupled with eco-
nomic sanctions can change behavior, but
education alone will not work. Economic
sanctions can be economic incentives as
well. If changing behavior is the goal, the
scientific studies that must be done need to
consider economic changes as well as clini-
cal changes.

In the United States, most of the growth
in HMOs is in IPA network models and not
in staff or group models. Almost nothing is
known about IPAs and network models in
terms of the quality of care that they pro-
duce. Currently there is tremendous pres-
sure in the health care market to reduce the
number of dollars in the system. These
health care organizations are going to try
to survive, and they are going to try to do it
in any morally or ethically acceptable way
possible.

Dr. Brook talked about the kinds of stud-
ies that have been done in these environ-
ments. There are not enough studies to do a
meta-analysis or even to summarize them, he
stated; but there have been studies in which
elderly people were randomly assigned to a
fee-for-service or a capitated system of care,
and in general the differences between fee-
for-service and capitation and managed care
were slight and inconsistent. These findings
can be explained, he reasoned, because
there are two systems of care, both of which
are in chaos. This is not a criticism of either
system, but an observation. With increased
science, both systems can be made to per-
form better.

Report cards are needed to provide infor-
mation on the quality of care and appropri-
ateness of care that should be provided for
patients with ischemic heart disease. An epi-
demiologic model of preventable mortality
and morbidity is needed to decide what
belongs on that report card. Practical tools
should be developed based on this epidemi-
ologic model, by which the performance of
plans, physicians, and others can be judged.
There should be a balance between individ-
ual- and population-based measures in the
business of health care. Technical quality
needs to be emphasized. Currently managed
care and fee-for-service systems are judged
on patient satisfaction as a quality indicator.
Valid data need to be produced that are
timely and correctly presented.

Dr. Brook concluded that managed care
is not the problem. It actually may be part
of the solution to the problem. Systems
based on explicit guidelines need to be
developed and implemented to maintain and
improve quality in all settings. If waste



could be eliminated by developing managed
care policies that selectively eliminate less
than necessary care, then maybe the NHAAP
objectives can be accomplished at a price
that society can afford.

Systems must be developed in the public
domain to show managed care organizations
how to maintain quality and reduce costs
within a scientific framework. If this is not
done, the same questions will be asked again
5 or 10 years from now. The goal should be
to improve the mean level of quality of care.
The capability to do this exists now.
Cooperation is needed between classical
clinical researchers and health services
researchers to actually produce the science
to allow this to happen.

Predictors of Time to Presentation
to the Emergency Department in
Patients With Acute Chest Pain:
Focus on Insurance Status

Paula Jobnson, M.D., M.P.H.

Associate Physician

Cardiovascular Division and Section for
Clinical Epidemiology

Brigham and Women’s Hospital

Boston, Massachuselts

Dr. Paula Johnson stated that for patients
with acute manifestations of ischemic heart

disease, timely presentation for medical assis-

tance is critical. There is a debate about
whether patients in managed care plans in
general experience delays receiving medical
care. This raises the question of whether
patients’ participation in an HMO is associat-
ed with a longer time to presentation to the
ED after their chest pains begin.

To answer this question, data from a
study evaluating patients who presented
with acute chest pain to the ED at Brigham

and Women’s Hospital in Boston were ana-
lyzed to identify the correlates of the length
of time between when patients experience
chest pain and their presentations to the ED.

From July 1990 to February 1994,
researchers collected information from
4,000 patients who were seen at the hospi-
tal’s ED and reported having acute chest
pain not explained by trauma or chest x-ray
findings. Data from the approximately 3,240
patients who had presented with chest pain
symptoms within 24 hours after their pain
began were analyzed. The study population
was mixed in terms of insurance type, race,
and sex; the mean age was 57 years. The
researchers examined patients’ clinical and
demographic data at the time of presenta-
tion and at followup. Univariate and multi-
variate correlates of time to presentation
were determined. The results of their analy-
ses included the following:

» The description of chest pain was similar
in all insurance groups, and about the
same number of patients in HMOs and
indemnity insurance plans reported a
typical symptoms.

« No differences were found across
insurance types in time to presentation.
The HMO population presented
7.1 hours after chest pain began; indem-
nity, 6.8 hours; Medicare, 6.5 hours; and
Medicaid or uninsured, 7.3 hours.

» There were no racial or sex differences
in the population of patients who pre-
sented 6 hours or less after chest pain
began.

« Of the total study population, 8 percent
(269) of the patients met the traditional
criteria for a diagnosis of myocardial



infarction (MI). An analysis of the 8 per-
cent who had a diagnosis of Ml again
found that insurance status was not asso-
ciated with time to presentation and clin-
ical outcomes.

e About 24 percent of all study patients
had a diagnosis of unstable angina. This
diagnosis was distributed similarly across
all insurance groups.

The main conclusion drawn from the
study was that insurance status was not sig-
nificantly associated with time to presenta-
tion, and it was not an independent correlate
after adjustment for detailed clinical data.
This was true for both the general study
population and the patients who had a final
diagnosis of MI. Other findings from the
study included the following:

« Patients who presented with typical
symptoms of angina and had a past histo-
ry of angina or hypertension, a family his-
tory of heart disease, and a current histo-
ry of smoking were more likely to pre-
sent early (within 6 hours) to the ED.

e The time of day when chest pain began
was associated with whether patients
presented to the ED early or late.
Patients whose pain started between
9 p.m.and 3 a.m. were less likely to
come to the ED early than those whose
pain began between 6 a.m.and 12 noon.

Dr. Johnson suggested that from these
data the research priority should be to
answer questions such as the following:
What are the barriers that caused more than
25 percent of the patients who received a
final diagnosis of MI not to come in early?
How can those patients who inappropriately
come to the ED be screened out? How can

more appropriate triage and education be
provided to patients?

Insurance Status and Treatment-
Seeking Behavior in Patients With
Acute Cardiac Ischemia: Results
From the Acute Cardiac Ischemia
Time-Insensitive Predictive
Instrument (ACI-TIPI) Trial

Harry P. Selker, M.D., M.S.P.H.

Chief, Division of Clinical Care Research

New England Medical Center
Boston, Massachuseltts

Dr. Harry Selker stated that it is critical
for patients with AMI or unstable angina
pectoris to seek medical attention promptly
and discussion continues about whether
insurance status affects a person’s access to
medical care, particularly ED care. Health
care insurers are raising barriers that may
impede patients’ access to ED services. Such
impediments include copayments, requiring
other calls to be made, and unclear instruc-
tions for patients.

An unpublished review conducted
2 years ago by the NHAAP’s Access to Care
Subcommittee found that Washington, D.C.,
area HMOs had unclear information about
what patients should do in the case of a pos-
sible acute cardiac ischemic emergency, and
that the barriers to emergency care were
both implied and explicit.

Dr. Selker explained that the ACI-TIPI
trial conducted a related study on emer-
gency-treatment-seeking behavior to exam-
ine the effect of insurance status, particularly
of managed care, on treatment-seeking
behavior of patients who present to EDs
with chest pain or any of the symptoms sug-
gestive of ACI. The ACI-TIPI trial had a study



population of almost 11,000 patients, and of
these, researchers analyzed the data on 6,604
from different hospitals who had presented
at the ED within 24 hours after ACI symp-
toms began.

These researchers discovered that there
were great clinical differences between
patients in the employment-based group
(indemnity and HMOs) and the nonemploy-
ment-based group in terms of their histories
of cardiovascular disease, risk factors, and
confirmed diagnoses. Medicare and unin-
sured patients had different income and
sociodemographic characteristics from those
enrolled in HMOs or indemnity plans.

After conducting univariate analyses,
researchers found that diagnosis and age
influenced whether an ambulance was
called and also the amount of time it took to
get to the hospital ED, and these factors
were not evenly distributed among insur-
ance types. Therefore, it was difficult to
detect whether insurance status was an
important factor in determining the use of
an ambulance.

However, because the patients in the
employment-based indemnity and HMO
plans were similar, the data from this sub-
sample of patients were analyzed to deter-
mine whether there was a difference in the
emergency-treatment-seeking behavior in
patients in the two insurance groups. Dr.
Selker reported:

« In contrast to the earlier finding for the
employment- and nonemployment-based
groups, no significant clinical differences
were found between patients in the
HMO and indemnity insurance groups.
They had similar histories of coronary
artery disease, risk factors, and confirmed
diagnoses.

« As with all employment and nonemploy-
ment groups, age was found to be an
important predictor for the use of an
ambulance among both indemnity and
HMO patients.

« When multivariate analysis was done,
researchers found that age, living situa-
tion (e.g., living alone), and presence of
diabetes and other illnesses contributed
independently to the decision to call an
ambulance. After adjustment for these
factors, HMO membership had no impact
on the likelihood of calling an ambu-
lance. HMO membership conferred an
odds ratio of exactly 1, with a relatively
narrow confidence interval.

« With regard to the duration of time from
the onset of chest pain or other symp-
toms of AMI until arrival at the ED, HMO
membership made essentially no differ-
ence. Age and confirmed diagnosis made
relatively minor differences, and insur-
ance type had absolutely no influence.

In conclusion, the emergency-treatment-
seeking behavior of calling an ambulance or
delaying going to the ED among patients
with chest pain or other symptoms suggest-
ing ACI was found to be unrelated to HMO
participation. However, the patients in this
study were essentially all members of an IPA
model HMO with minimal restrictions to ED
use, studied in late 1993. Whether these
results would apply to staff model HMOs or
more tightly controlled and capitated man-
aged care systems as have evolved more
recently deserves careful study.



Managed Care and How It Affects
Access to Emergency Medical
Services

Gail F. Cooper
Administrator
Community Health Programs
County of San Diego
Department of Health Services
Emergency Medical Services
San Diego, California

According to Ms. Gail Cooper, San Diego
County in California is experiencing dramat-
ic changes in its EMS system because of the
reorganization of medical services into man-
aged care settings. As the lead agency for
EMS in the county, San Diego EMS receives
approximately 120,000 calls per year.
Cardiac emergencies are among the top
eight causes of calls to the San Diego County
9-1-1 system and EMS.

Researchers at the University of
California at San Diego analyzed dispatch
data for the city of San Diego and, in particu-
lar, examined the severity of the emergencies
that were called in to 9-1-1. The results
revealed that many 9-1-1 patients did not
require emergency services involving acute
treatment and hospital care, and severe
emergency situations accounted for only
13 percent of the callers.

It is likely that these data will change as
managed care systems require better cost
control and improvements in service deliv-
ery, coordination, quality, and efficiency.

Changes are occurring now in the San
Diego EMS systems. Private ambulance sys-
tems are joining managed care plans, and
this is increasing the incentive to coordinate
medical transportation services. Private
ambulance agencies have agreements with
HMOs to take their beneficiaries under risk

and assign, manage, and transport them for a
capitation rate. Managed care systems now
also promote the use of nurse triage sys-
tems, in which the patient describes symp-
toms over the telephone to a nurse who
then advises the patient about whether to
call 9-1-1.

Ms. Cooper stated that a number of pilot
programs involving managed care are being
conducted in the San Diego EMS system and
that centralized communication systems may
provide better triage of all patients who call
in to the managed care or 9-1-1 system.

A large private ambulance service
provider is working on a new system that
merges transportation systems for managed
care groups to provide the best and most
efficient medical transportation services to
patients. There is also interest in linking
insurance company data with the 9-1-1 dis-
patch centers so that operators would know
whether a particular patient was enrolled in
an HMO. With this information, better deci-
sions could be made about what health care
facilities or resources are needed and are
most appropriate for that particular patient.

Maintaining and improving the quality of
services are critical to the success of these
pilot programs and the switch to managed
care. Quality indicators and patient care
tracking programs are needed to make sure
quality is not sacrificed for cost contain-
ment.

Ms. Cooper suggested several actions
that could be taken to improve tracking and
data systems so that the impact of these
major changes can be evaluated.

« Partnerships need to be developed with
managed care organizations to deliver
services more efficiently.



» Prehospital data need to be linked with
inhospital data. It is no longer acceptable
to treat and transport everyone but
rather to treat and transport when appro-
priate and to match system resources
with patient needs.

e The treatment and transport of all
patients in the system, including patients
with heart disease, need to be monitored
more closely.

« A link also should be developed for
patients in the Medicaid system because
those programs are changing to managed
care arrangements.

» Good public education is essential to
ensure that the quality and delivery of
EMS are maintained as the system evolves
in a managed care environment. Patient
complaints need to be investigated
promptly, and good first-responder and
bystander care programs are needed.

e The 9-1-1 system safety net needs to be
protected. A balance is needed so that
the safety net for vulnerable populations
continues to be protected.

Ms. Cooper concluded by stating that, tra-
ditionally, 9-1-1 has not had to be efficient in
the way it has delivered services. But she
noted that the transition to managed care is
an opportunity to improve the quality and
efficiency of the EMS and 9-1-1 systems by
stressing quality improvement and cost-
efficiency.

Emergency Department Issues

Mark S. Smith, M.D.!

Chairman

Department of Emergency Medicine
Wasbington Hospital Center
Washbington, D.C.

[Editor’s note: The opinions of Dr. Smith
in his presentation are his alone and do not
reflect the views or policies of any organiza-
tion.]

Dr. Mark Smith stated that his presenta-
tion would offer a view from the trenches
and examine what it is like for a caregiver in
the ED when the systems are not well orga-
nized and what it is like to take care of a
patient with a possible AMI, with reference
to dealing with managed care organizations.
He also would look at the good and bad
points and finally what the future might
bring.

When discussing the effects of managed
care in the context of the hospital ED and
the treatment of the patient with ACI, it is
important to understand how an ED func-
tions and the administrative steps that are
required of ED staff and through which
acute cardiac patients who report to the ED
have to navigate.

Dr. Smith described the basic steps and
responsibilities of the ED staff and patients
who come to the ED with chest pain.

1. Patients arrive at the ED either on their
own or by ambulance. Triage nurses
make an initial assessment, and, regard-
less of insurance status, patients found
to have serious emergencies are taken
immediately to the clinical area for med-
ical care.

1 NHAAP Coordinating Committee Member; American College of Emergency Physicians



2. Patients who do not need immediate clin-
ical attention are registered before med-
ical care is given. If a patient is a member
of an HMO or some other managed care
organization that requires preauthoriza-
tion of payment before treatment, the
staff calls the managed care organization
involved to obtain the authorization.

3. The ED has a legal obligation to provide
a medical screening evaluation to all
patients to determine whether an emer-
gency medical condition exists. The 1985
Consolidated Omnibus Budget Reconcili-
ation Act (COBRA) mandates that EDs
provide care to those who need it regard-
less of their insurance status. Regardless
of the patient’s insurance status, the ED
physician will contact the patient’s prima-
ry care physician, assuming one exists, to
obtain relevant medical history, such as
copies of electrocardiograms (ECGs).

4. Once the patient has been stabilized, a
decision must be made about whether to
(1) discharge the patient, (2) transfer the
patient to another facility, or (3) admit the
patient to the hospital.

Dr. Smith expressed concern about the
potential for adverse clinical outcomes for a
patient with AMI or ACI in the managed care
environment. But so far, Dr. Smith noted, there
are no research data to support that concern,
and in some cases the data may be positive.

In the majority of practice environments
around the country, most cases are handled so
that clinical care is not compromised.
Although there are no data to link managed
care organizations with adverse clinical out-
comes in emergency situations, there are
many situations in which adverse outcomes
conceivably could occur. For instance, there
is the potential for a patient in the throes of
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an AMI to be directed to a clinically inappro-
priate facility (such as a private physician’s
office) instead of to an ED. There are a suffi-
cient number of anecdotal instances of
adverse outcomes linked to managed care to
warrant thorough discussions about them.

The health care system is in transition
from the fragmented fee-for-service indemni-
ty insurance to coordinated and managed
care. Because this is in a transitional phase,
not all the infrastructure is in place to sup-
port the newly organized system, and this
can be frustrating for both patients and
physicians.

Another issue is what definition of “emer-
gency” insurance companies should use
when deciding retrospectively whether to
pay an ED bill. Should it be a patient-
centered definition or a diagnosis-centered
definition? The standard patient-centered
definition of an emergency is symptom-
driven. A diagnosis-centered definition
would include only those conditions consid-
ered threatening to “life, limb, and well-
being.” However, the final diagnosis should
not be the determining factor in whether an
emergency exists and whether a bill should
be paid.

ED and managed care organizations have
increasingly similar interests, and this align-
ment of interests is a paradigm for the
changes happening in health care reimburse-
ment. Managed care organizations can help
the NHAAP conduct patient education
because of their large information dissemina-
tion systems.

In the future, there will be a more coor-
dinated and integrated system in which the
ED will be only one part of the emergency
care delivery system.



Health Care Financing
Administration Perspectives

Jeffrey Kang, M.D., M.P.H.

Chief Medical Officer

Office of Managed Care

Health Care Financing Administration
Baltimore, Maryland

Dr. Jeffrey Kang said that he is optimistic
about the role of managed care in relation to
the goals of the NHAAP. He reported that
managed care organizations have the poten-
tial of being helpful to the NHAAP in its
efforts to improve the coordination of care
provided to patients with ACI. They have a
strong incentive to work with providers on
primary and secondary prevention of cardiac
ischemia. They are interested in rapidly iden-
tifying and treating ischemic patients in the
ED because it will increase the likelihood
of a positive clinical outcome and be cost-
effective in the long run.

However, Dr. Kang explained, in their
efforts to reduce medical costs, managed
care organizations may inadvertently reduce
quality of care by erecting barriers to certain
services and may have the unintended con-
sequence of preventing or interfering with
the rapid identification and treatment of
patients with coronary ischemia.

He noted that the Health Care Financing
Administration (HCFA) is working with the
National Committee on Quality Assurance
(NCQA) on its Health Plan Employer Data
and Information Set (HEDIS) project to
develop outcome measures for coronary
ischemia. HCFA wants to develop ways to
measure the performance of managed care
organizations and then, as a purchaser, hold
them accountable for the quality of care that
they are delivering.

The managed care industry is willing to
pay for emergency services when they are

used appropriately for health emergencies
but not for inappropriate uses, such as their
being a source of primary care. Managed
care organizations should consider improv-
ing their process for controlling the use of
ED care. For example, educational materials
must clearly inform beneficiaries about how
to identify the symptoms and signs of acute
cardiac ischemia and direct them to call
9-1-1. Prior authorization rules for ED access
and treatment must have clear exceptions
for patients who present with chest pain
and the possibility of coronary ischemia.
HCFA has a little-known rule prohibiting
Medicare risk plans from using prior autho-
rization for in-network or out-of-network
emergency services. HCFA is exploring the
possibility of making a similar rule for
Medicaid patients and is happy to support
similar efforts with commercial insurers.
The coverage and payment policies of man-
aged care organizations must allow excep-
tions for patients with ACI or chest pain.

In conclusion, Dr. Kang asserted that
there is great potential for the managed care
industry to improve the rapid identification
and treatment of patients with ACI. An inter-
esting confluence of interests is occurring
because the managed care industry is begin-
ning to recognize that working with physi-
cians and researchers on this issue will
result in cost-effective care for beneficiaries.
Not only will there be more cost-effective
identification and treatment of heart attacks,
but this cooperation also will support prima-
ry and secondary disease prevention efforts
that will further reduce health care costs.

Dr. Kang also suggested that the NHAAP
Coordinating Committee take an active role
in developing clinical outcome measures for
the emergency care of patients with ACI. “I
really encourage all of you to participate in
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the development of outcome measures that
HCFA, NCQA, and the Joint Commission on
Accreditation of Healthcare Organizations
(JCAHO) can use to hold managed care
plans accountable in this area of myocardial
ischemia and infarction.”

Continuous Quality Improvement
and Managed Care: Can We
Define Indicators of Quality?

Cary Sennett, M.D., Ph.D.

Vice President for Performance Measurement
National Committee for Quality Assurance
Wasbington, D.C.

Dr. Cary Sennett opened his presentation
by posing the questions of how the quality
of the care provided by managed care orga-
nizations can be evaluated, what indicators
can be used to measure quality of care, and
whether it is possible to define indicators of
quality of care at all. Answering questions
about the quality of care provided by man-
aged care organizations, Dr. Sennett stated, is
one of the goals of NCQA, a nonprofit
agency that evaluates and reports on the
quality of managed care firms. NCQA’s phi-
losophy is that the health plan organization
is responsible or accountable for the care
and services provided to the populations it
covers.

According to Dr. Sennett, NCQA believes
that increased competition can drive im-
provements in quality of care in the man-
aged care industry. For that competition to
take place, information about the quality of
the services delivered by various managed
care organizations is needed. Without such
information, there is no incentive for man-
aged care organizations to improve their ser-
vices.
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Dr. Sennett noted that there are two
informational products from NCQA, namely
the accreditation program, an intensive and
rigorous standards-based evaluation of the
structure and the processes that operate in
health plans, and HEDIS. Dr. Sennett said his
discussion would focus on the latter.

He explained that HEDIS is a set of statis-
tics that was created 3 or 4 years ago to pro-
vide corporate purchasers of managed
health care with objective, standardized
information about the performance of differ-
ent health plans so that they could select
plans on the basis of quality and perfor-
mance as well as cost. HEDIS statistics
provide information in five different areas:
(1) quality of care, (2) access and satisfac-
tion, (3) membership and utilization,

(4) finance, and (5) description of manage-
ment. In 1993, shortly after HEDIS was
released, NCQA conducted a pilot evaluation
project and produced a report card. NCQA
came to believe strongly that some audit or
external verification of the statistics was
required.

HEDIS data include information broken
down by sex and age on the utilization rates
of different cardiac care procedures, such as
coronary catheterization, bypass graft
surgery, and coronary angioplasty. These
data reveal substantial variations that need
to be understood to help purchasers make
informed choices about individual health
plans.

HEDIS is still in the early stages of devel-
opment and has several important limita-
tions. Its information focuses primarily on
preventive care, and there has been little
assessment of the implementation of HEDIS.
Technical problems related to analyzing risk
adjustment also have not been resolved.



For the next version of HEDIS, Dr. Sennett
explained, NCQA plans to solicit suggestions
from researchers for new measures that will
better evaluate or assess the extent to which
managed care firms are delivering accessible
or high-quality care for patients with MI.
Setting priorities about what data to collect
is important. [Editor’s note: HEDIS 3.0 was
in the development stage at the time of this
presentation but was subsequently complet-
ed in 1996.]

HEDIS will need to provide a balance of
information on measures in areas where
there is potential for real improvement in
guality of care and information on issues that
are important to the purchasers and con-
sumers who will be making plan choices and
the health plan managers who use the statis-
tics to identify opportunities for improve-
ments. Dr. Sennett concluded that the real
challenge will be to balance the need to
move forward rapidly with the need to move
deliberatively as science permits.

Developing Cardiac Indicators of
Quality and Outcomes for
Managed Care Organizations:
Report From the Joint Commission
on Accreditation of Healthcare
Organizations

Margaret Van Amringe, M.P.H.

Director, Washington Office

Joint Commission on Accreditation of
Healtbcare Organizations

Wasbington, D.C.

Ms. Margaret Van Amringe noted that man-

aged care is different from other systems of
care in that its goal is to promote continuity
and coordination along a continuum of ser-
vices. The effective management of health
care relies on the interrelationships between
the providers who supply the managed care

organization’s services and programs and the
organization’s central point of operation.

According to Ms.Van Amringe, the
JCAHO has the challenge of providing an
inventory of credible performance-based
standards and outcome indicators that mea-
sure the most important functions that man-
aged care organizations perform. This inven-
tory is meant to be used by three types of
stakeholders in managed care: payers, con-
sumers, and providers and clinicians.

Since the mid-1980s, the JCAHO has been
developing outcome indicators for providers.
Last year, it incorporated a cardiovascular
indicator for hospitals, time to thrombolytic
therapy, which was recommended by the
NHAAP, into this Indicator Measurement
System, known as the IMSystem.

The issues for managed care have led to
the development of a new framework for
developing and testing outcome indicators
to measure performance. This framework
and its attendant selection of indicators for
use in managed care organizations should be
available in early 1996. [Editor’s note: This
framework was released at the National
Managed Health Care Congress, April 14,
1997, in Washington, D.C.] As part of this
initiative, the JCAHO last year published a
request for indicators and received more
than 900 individual indicators for potential
evaluation. Two had as their source the
NHAAP. These indicators were sorted into
five domains of importance for managed
care: health status, clinical performance, dis-
ease prevention and health promotion,
patient and provider satisfaction, and com-
munication and education. These were fur-
ther sorted according to criteria the JCAHO
has established as most important for evalu-
ating outcome indicators: validity, reliability,
data discrimination, data collection effort,
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and relevancy. The remaining 300 to 400
were put into a large grid and matched to 10
to 12 priority disease conditions, including
cardiovascular disease. They also were ana-
lyzed according to the JCAHO’s 11 dimen-
sions of care: appropriateness, availability,
continuity, early detection, effectiveness, effi-
cacy, efficiency, prevention of disease,
respect and caring, safety, and timeliness.
Within this framework, the JCAHO can begin
to identify gaps in indicators.

When considering the recent advances in
technology in cardiovascular medicine, it is
important that the grid be dynamic and also
that the JCAHO work collaboratively with
the medical field to develop new indicators
where necessary.

The JCAHO also has a commitment to
bring some level of standardization to the
measurement of managed care. Information
that is useful for continuous quality improve-
ment and for decisionmaking by consumers
and payers has to be compared among
plans over time. That means not just stan-
dardizing the numerator and denominator of
a measure but looking at issues such as data
dictionaries and data collection efforts and
making sure that the information collected is
truly useful for people.

Ideas/The Future

Managed Care Perspectives

Joanne Wilkinson, M.D.

Physician Coordinator

Emergency Services and Urgent Care
Utilization

Office of the Health Centers Division
President and Medical Director

Harvard Pilgrim Health Care

Brookline, Massachusetts

Dr. Joanne Wilkinson noted that the
speakers at this meeting presented informa-
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tion about managed care and its attempts to
provide quality health care in light of limited
resources. Purchasers of health care are
demanding quality health care and the
reduction of health care expenditures is
absolutely necessary for the well-being of
our national economy.

According to Dr.Wilkinson, the major
challenge is not whether managed care orga-
nizations can be engaged in the effort to
improve access to care for cardiac emergen-
cies because medical directors of managed
care entities are willing partners. The real
challenge for the NHAAP is educating the
payers and providers of health care that time
is a critical factor in treating AMI patients;
achieving rapid reperfusion is medically cru-
cial as well as cost-efficient.

One of the most important objectives of
the NHAAP is to reduce patient delay times,
which can be more than 6 hours. The data
presented indicate that such delays are not
unique to managed care. Legislation is
unlikely to improve access or to decrease
delay times in Federal and State HMO
statutes. In addition, Medicare risk contracts
already provide statutory and regulatory
safeguards for access to care.

Reducing delay times without increasing
the use of the ED for noncardiac chest pain
is a challenge. Although the resources for
research are diminishing, HMO record sys-
tems and databases are fertile and underuti-
lized ground for examining prehospital care.
Perhaps the NHAAP could develop a broadly
applicable critical pathway with an outcome
measure that can be used in the upcoming
version of HEDIS.



Emergency Medical
Services Perspectives

James M. Atkins, M.D., F.A.C.C.

Medical Director, Emergency Medicine
Education

Professor of Internal Medicine

Division of Cardiology

University of Texas Soutbwestern Medical
Center at Dallas

Dallas, Texas

According to Dr. James Atkins, the role of
the emergency medical system and how it
relates with managed care organizations in
providing care for chest pain and cardiac
arrest patients is important to the NHAAP. A
dilemma arises with regard to which tele-
phone number a patient with chest pain is
instructed to call by his or her managed care
plan. Will a required call to a triage nurse
result in critical delay in treatment for an
AMI patient? Should 9-1-1 calls always be
treated as emergencies even if they may not
always be emergencies? What sort of link-
ages should there be between the managed
care triage number and 9-1-1 to ensure
appropriate use of resources and necessary
treatment interventions for patients with
symptoms and signs of AMI?

Another consideration is how to do
triage for patients in the prehospital stage.
Many cities, for example, are currently devel-
oping EMS programs for chest pain patients
that include performing a 12-lead ECG in the
field. The triage of the patient with regard to
disposition is also a consideration. Should
one choose the closest hospital versus an in-
network hospital or the “best” hospital? Or
should it be the patient’s choice of hospitals?
These issues require careful thought and
analysis to make responsible decisions that
will make the system function seamlessly for
the benefit of all.

Also, Dr.Atkins continued, training pro-
grams for paramedics do not teach them the
assessment skills necessary to make the deci-
sion about whether a patient needs trans-
port. If more prehospital intervention
becomes the trend of EMS systems, then
much of the current educational system for
paramedics and emergency medical techni-
cians must be analyzed and revised.

Challenge to NHAAP Coordinating
Committee and Industry
Representatives

Lawrence D. Jones, M.D.
Consulting Physicians Network
Summit, Missouri

Dr. Lawrence Jones stated that everyone
recognizes that this is a time of considerable
change, socially and politically, in medical
care. Information, thoughts, and ideas have
been provided at this meeting to challenge
the NHAAP Coordinating Committee and
industry representatives about how the
NHAAP’s work is likely to be affected by
managed care.

Dr. Jones explained that the participants
had the chance to provide feedback to the
NHAAP through a small-group process. Each
group was given a specific topic to consider
as it relates specifically to access to care for
patients with ACI/AMI and managed care
policies and trends. The topics are metro-
politan viewpoints, rural viewpoints, public
policy, research, and crosscutting challenges
and solutions. Each group was charged with
identifying the perceived issues and possible
solutions and presenting a report of its dis-
cussion before the end of the meeting.
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Introduction: Setting the Stage

A Special Focus on Managed Care

Dr. Claude Lenfant

Director

National Heart, Lung, and Blood Institute
National Institutes of Health

Betbesda, Maryland

Each year about 1.25 million people in
the United States suffer a heart attack, of
which 500,000 end in death, half of which
occur suddenly, described Dr. Claude Lenfant,
Director of the NHLBI. Furthermore, about
5 million people have coronary heart disease
and are at risk for a heart attack.

The NHAAP began in 1991 and is one
of seven educational programs that the
NHLBI sponsors. The

NHAAP’s central focus
is to issue recommen-

Each year about

1.25 million _

. dations related to the
pe(_)ple in the rapid identification
United States and treatment of
suffer a individuals with a pos-

sible heart attack, or
other manifestations

heart attack.

of ACI, by conducting a range of educational
activities for professionals, patients, and the
public.

Each of these seven programs works in a
unique way. Each is a partnership between
the Institute, which is the sponsor or cata-
lyst, and individual organizations represent-
ing professional, voluntary, private-sector, and
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public-sector groups with an interest in the
objectives of the program. In this particular
program, the organizations in the partner-
ship are associated in some way with the
early recognition, transport, or management
of patients who have possible AMI and are
committed to reducing the rate of death and
disability due to AMI or sudden cardiac
death.

The NHAAP initially focused its efforts
on educating EMS providers and hospital ED
professionals. One of the biggest remaining
hurdles now before the NHAAP is to edu-
cate the public about the need for rapid
response to individuals who present with
symptoms and signs of individuals with AMI.
For example, research shows that many peo-
ple delay seeking help by more than 4 hours
after they begin to have symptoms of a heart
attack.

These concerns are inextricably tied to
the way care is provided. A leading force in
today’s health care system is managed health
care. Seven years ago, less than 30 percent
of people in the United States were receiv-
ing their health care services through a
managed care system. Now approximately
70 percent of Americans with employer-
sponsored health coverage are in managed
care programs.

These numbers and the changes seen in
the past few years make it obvious that a



coordinated effort is needed to explore and
resolve problems and questions that influ-
ence the quality and timeliness of health
care delivered to managed care patients. For
example, whom should the patient call
when he or she first begins to experience
symptoms of a possible heart attack? To
what hospital should the patient go? Who
should approve the treatment either en
route or in the ED? These are critical ques-
tions, and in emergency situations there is
no time to ask them; therefore, discussions
need to take place well in advance.

This meeting is the result of recommen-
dations made by the Coordinating Commit-
tee of the NHAAP and specifically its Access
to Care Subcommittee, which is one of the
subcommittees that proposes NHAAP activi-
ties. The Access to Care Subcommittee
requested this particular meeting because it
recognized the important position occupied

by managed care providers in the spectrum
of health care services.

A clear understanding of the situation,
problems, and issues related to the rapid
identification and treatment of patients with
ACI in the managed care environment is
needed, and this meeting was organized to
explore and discuss the policies and trends
in managed care to see how they affect the
care of patients who have symptoms of a
heart attack or, more broadly, of ACI (includ-
ing AMI and unstable angina).

Special thanks are due to Dr. Lawrence
Jones, the head of the Planning Committee
for this meeting, and the other members of
the Access to Care Subcommittee who
served on the Planning Committee, includ-
ing Dr. James Atkins, chairman of the Access
to Care Subcommittee; Mr. Jay Merchant; Mr.
William Schneiderman; Dr. Jane Scott; Dr.
Harry Selker; and Dr. Joanne Wilkinson.
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Presentations

Access TO CARE AND TRIAGE

UNDER MANAGED CARE; WHAT
ARE THE DATA?

How Can Quality of Care

Be Improved for Ischemic Heart
Disease Patients Under
Managed Care?

Robert Brook, M.D., Sc.D., F.A.C.P.

Professor of Medicine and Health Services

Center for Health Sciences Program

University of California at Los Angeles

Director of the Robert Wood Jobnson Clinical
Scholar Program

University of California at Los Angeles

Director of the Rand Corporation Health
Science Program

Santa Monica, California

With the growing prevalence of managed
care systems whose main goal is to lower
medical costs, questions are being asked
about how access to medical care and quali-
ty of care will be maintained. How will the
health care community develop systems to
make sure that all patients receive quality
care?

According to Dr. Robert Brook at the
University of California at Los Angeles Center
for Health Sciences Program, few data exist
on quality of care and access to care under
managed care systems. In fact, there is little
information on what is considered to be nec-
essary medical care for heart disease patients
in any medical setting. The research informa-
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tion that does exist suggests that striking dif-
ferences in quality of care and access to care
issues exist in both managed care and fee-
for-service systems.

What is known about quality of care for
ischemic heart disease patients? What are
the problems in quality, and where does
managed care fit into these issues?

There is a new contract—to lower costs
but maintain quality. This is the new para-
digm in health care that will dominate all
forces in medicine over the next decade, at
least in the United States. An examination of
what scientific research has been able to do
up to now shows something called quality
or outcomes of health. There is also some-
thing called cost. At low levels of invest-
ment in the health service system a person
dies. Very simple. However, as investment
increases, one may not get much more
health in return. So the goal of all types of
health care organizations is to provide not
too much care and yet not too little care.

What are the characteristics of the man-
aged care market? First, the market in which
managed care is functioning is being deter-
mined by employers. For this marketplace,
no matter what the rhetoric is, lower cost is
everything. Second, improved patient satis-
faction increases a managed care company’s
market share.

Sophisticated players in the market may
selectively operate to improve patient satis-



faction in those patients they want to keep
and discourage the more costly patients
from staying with the plan and, in effect,
worrying only about short-term rather than
long-term patient problems.

Dr. Brook suggested that financial disin-
centives have developed that will change the
way medicine is practiced. He added that
the market in which managed care is func-
tioning is being determined not by managed
care organizations but by employers, and in
this marketplace, price is everything. The
goal of NIH, AHCPR, and any research or
operational group should be to produce a
counterincentive to those potential financial
disincentives to keeping quality of care and
access to care on the agenda. In any given
year, 2 percent of the U.S. population spends
41 percent of all the health care dollars.
Fifty percent of the population spends only
3 percent of the dollars. People with cardio-
vascular disease are in the 2-percent cate-
gory, and they are the ones at whom cost-
containment activity will be directed.

Therefore, it becomes critical to do
research to find out what is necessary care
in this environment. Necessary care is care
in which the benefit to the patient is greater
than the risk, and the benefit has to be non-
trivial. In addition, it is care that a physician
should offer a patient. So questions to the
NHAAP Coordinating Committee are, What
do we mean in terms of access to care for
patients with chest pain? What part of it is
necessary, and what part of it is less than
necessary?

Necessary care begins with frequency of
services. A Pap smear every 3 years is neces-
sary. One every 6 months is not necessary.
Bypass surgery for left main disease, three
vessel disease, and a host of other things is
necessary, but not for one or two vessel dis-

ease, maybe. A bone marrow transplant for
aplastic anemia is necessary but maybe not
for a woman with metastatic breast cancer.
If one does not know what necessary care
is, it will be impossible to answer the ques-
tion of how managed care affects access to
care. Before one critiques managed care and
its effect on access to care of patients with
chest pain, one must know what is meant by
necessary care.

Why is this important? The Global
Utilization of Streptokinase and Tissue
Plasminogen Activator for Occluded Arteries
(GUSTO) randomized trial for AMI obtained
information on the rate of stroke and 30-day

mortality for patients
in the United States Before one

and patients in several | critiques managed
other countries with care . .. one must

managed care Ssys- )
g y know what is

tems. Researchers

found little difference | Meant by

between the two necessary care.

patient groups
(United States versus other countries) in the
rate of occurrence of stroke and other con-
ditions and the 30-day mortality rate.
However, the rate of invasive procedures
such as angioplasty, bypass surgery, and intra-
aortic balloons that were performed on
patients in the United States was much high-
er than that of their counterparts in other
countries. Do these data indicate that the
United States could perform fewer of these
invasive procedures? It means that a bal-
anced approach is needed.

There needs to be a balanced approach,
Dr. Brook explained, because, for example, if
people are encouraged to call 9-1-1 every
time they feel chest pain and they go to the
ED, questions of overuse need to be
addressed.
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Therefore, the second goal becomes to
eliminate waste. If there is a demand for
access to care, necessary care needs to be
provided more efficiently. The health ser-
vices research literature provides numerous
examples of policies produced by looking
only at benefit and not at cost. It becomes
paramount to eliminate waste and to deal

with cost.

The third goal: Improve the mean level
of quality of care, appropriateness, excel-

It becomes
paramount to
eliminate waste
and to deal with
cost.

lence, and patient sat-
isfaction and decrease
its variation within the
medical community.
Everything done in
medicine, including all
the training programs,

etc., increases varia-

tion in quality. There is cause for worry
because this system has delivered to the
health care community doctors who pro-
duce very different levels of quality because
the system rewards people for being A-plus
doctors and puts them in the best places.
This situation is going to have to change if
the questions raised are to be addressed.

There is also geographic variation in the
delivery of services. For example, what are
the differences among Ontario, New York,
and California in the rate of coronary bypass
surgeries performed in people older than
75? Itis only 50 per 100,000 in Ontario, it is
180 per 100,000 in New York, and it is 310
per 100,000 in California. So the first thing
that needs to be done is to determine what
is the correct rate in terms of appropriate-
ness.

Again, what is meant by appropriateness?
There should not be too little care or too
much care. People want excellent care, and
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they also want to be treated like human
beings. Health care professionals want to
increase patient satisfaction with medical
care.

There are tremendous divisions between
the basic science research that is done in
NIH, the clinical research that is done occa-
sionally in NIH, and health services research.
Dr. Brook suggested that one way of improv-
ing the science regarding appropriate care is
to analyze the literature and develop criteria
about appropriateness and necessity. This
can be done with use of the definition of
appropriateness that says health benefit
exceeds health risk. An examination of less
than appropriate care nationally in this
country indicates that for selected proce-
dures, one-fourth to two-thirds of services
provided by medical providers are less than
appropriate. Simply changing reimburse-
ment methods does not guarantee that the
health care system will continue to provide
the services that are important and eliminate
the services that are not important unless it
examines its clinical practices. No economic
change in the system will selectively remove
the less than necessary things and keep the
things that are necessary without having a
clinical method for making sure that this
occurs.

According to Dr. Brook, managed care
may actually be useful if it is care as
opposed to money that is being managed. If
care is managed with good clinical rules, it
may be possible to eliminate less than neces-
sary care and improve quality at the same
time. For example, in Israel, at the same
time that they were talking about closing
medical schools, 30 percent of gallbladder
operations were less than appropriate. In
the United Kingdom, 42 percent of bypass



surgeries performed were less than appropri-

ate at the same time that people with left
main disease were being put on waiting lists
for months before receiving care.

“If economic barriers are placed in front
of people, people will decrease their use of
care. Unless clinical systems are built to
change that, patients will decrease their use
of care for conditions that are clinically
important at the same rate that they will
decrease the use of care for conditions that
are not clinically important,” contended Dr.
Brook.

The challenge is how to provide the
science-based recommendations to managed
care organizations to help them selectively
decide what to keep and what to eliminate
in patients with ischemic heart disease. The
Government should be producing a series of
products aimed at helping managed care
organizations practice better medicine for
patients with ischemic heart disease.

How many people practice in an organi-

zational system with a positive feedback con-

trol loop regarding what happens to people
who are identified as having a positive stress
test, a positive coronary angiography, or
some other condition for which bypass
surgery is needed? Is there a positive system
in place to ensure that someone asks the
patient about whether she or he wants the
procedure performed? No one practices in
that kind of environment.

Dr. Brook offered an analogy: You are
preparing to fly to London or to Europe, and
the pilot makes the statement,“We do not
have a system to know whether there is
gasoline in the tanks, but we have a policy.
The policy is that we are supposed to refill
the tanks before we take off. We have a poli-
cy, but we do not know it for a fact” Is a

person likely to get on the plane? But that is
the way medicine is now practiced. So
there is a lot of hope that managed care will
actually begin to change some of the coun-
terproductive policies that have developed
In medicine.

What about excellence of care? Data
from the only national study of hospitals in
the United States to examine quality of care
found that the mortality rates resulting from

heart attack and heart
failure varied largely Managed care may
by which hospital was | actually be useful
being examined. The | if it is care as
differences were

caused by variations opposed to _
in physician and nurse | Money that is
knowledge, use of being managed.
technical procedures,

and use of intensive care units. Such data
indicate that a large number of deaths result-
ing from differences in quality of care are
preventable, yet the amount of money being
invested to improve the science in this area
is very small.

There is more evidence in the research
literature on quality of care related to
ischemic heart disease. One study examined
initial hospitalizations and whether therapies
known to be beneficial for AMI patients
were actually given to those people, includ-
ing such things as aspirin, beta-blockers, and
thrombolytic therapy. There are “a large
number of studies now that suggest that
even the simplest things that we know work
in patients with heart attacks are not very
often given to those patients. Not very often
means something less than 85 percent of the
time. In many cases, it is 50 percent of the
time or less”

21



The issue in this new environment of
managed care becomes that of lowering

In medicine
overall, there

are no clinical
systems in place
that allow efficient
interaction with a
complex health
care environment.

costs, increasing
accountability, and
developing systems to
ensure that the care
for all patients is bet-
ter. In one study that
comes from the

United Kingdom, cardi-

ologists put a stamp
on the patient’s chart
that instructed physi-
cians to give aspirin or

a beta-blocker to a patient with a heart

attack. The study demonstrated that this sim-

ple system dramatically increased the use of
aspirin and beta-blockers in people with a
heart attack. In medicine overall, there are
no clinical systems in place that allow effi-
cient interaction with a complex health care

environment.

“What about changing behavior?” asked
Dr. Brook. A lot of studies have been done in
this area. Physicians want to read less, and
when they need information, want it avail-
able in the most precise clinical manner, per-
haps in the form of guidelines. Education
coupled with economic sanctions can
change behavior, but education alone will
not work. What is meant by economic sanc-
tions? They can be economic incentives as
well. If changing behavior is the goal, the
scientific studies that must be done need to
consider economic changes as well as clini-

cal changes.

In the United States, most of the growth
in HMOs is in IPA and network models and
not in staff or group models. Almost nothing
is known about IPAs and network models in
terms of the quality of care that they pro-
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duce. However, most of the literature in this
field comes from research on staff or group
model HMOs, much of it done many years
ago when the competition in the market-
place was not nearly what it is today.
Twenty years ago the pricing by HMOs was
simple. If the fee-for-service price was X
dollars and it went up 10 percent a year, the
HMO priced itself at .8X and went up at

10 percent a year and everybody was happy.
Currently there is tremendous pressure in
the health care market to reduce the amount
of dollars in the system. Now what happens
in that marketplace? These organizations are
going to try to survive, and they are going to
try to do it in any morally or ethically
acceptable way possible.

What kinds of studies have been done in
these environments? There are not enough
studies to do a meta-analysis or even to sum-
marize them, but there have been studies in
which elderly people were randomly
assigned to a fee-for-service or capitated sys-
tem of care, and in general the differences
between fee-for-service and capitation and
managed care are slight and inconsistent.
These findings can be explained because
there are two systems of care, both of which
are in chaos. When one is compared with
the other, there are not a lot of differences.
Neither the fee-for-service system nor the
managed care system knows exactly how it
Is producing a product called health care.
This is not a criticism of either system but
an observation. With increased science, both
systems can be made to perform better.

Dr. Brook then suggested that report
cards are needed to provide information on
quality of care and appropriate access to
care that should be provided for patients
with ischemic heart disease. Otherwise



there will be a headlong dash to mediocrity.
An epidemiologic model of preventable mor-
tality and morbidity is needed to decide
what belongs on that report card. Practical
tools should be developed based on the epi-
demiologic models by which the perform-
ance of plans, physicians, and others can be
judged. Also, there should be a balance
between individual- and population-based
measures in the business of health care.
Technical quality needs to be emphasized.
Currently managed care and fee-for-service
systems are judged on patient satisfaction as
a quality indicator.

The science that has been developed
needs to be used to make it possible to eval-
uate care on technical quality. What is the
necessary medical care content most likely
to be cut? It is not reasonable to say that
everybody who has chest pain that lasts for
5 seconds should see a cardiologist. A bal-
anced approach is needed to get rid of care
that is expensive and less than necessary and
keep care that is necessary. These plans
need to be analyzed to show how much
health they are going to get for changing this
kind of policy and at what cost. Health
economists, medical sociologists, and clinical
scientists need to come together to answer
these questions. Valid data that are timely
and correctly presented need to be pro-
duced. This will help determine for which
outcomes there is interest in investing
money.

In conclusion, Dr. Brook asserted that
managed care is not the problem and may be
part of the solution to the problem. If this

analysis of the current system is correct, if
waste could be eliminated by developing
managed care policies that selectively elimi-
nate less than necessary care, then maybe it
Is possible as well to accomplish the NHAAP
objectives, which are to improve access to
care for patients with heart attacks in a way
that also improves the outcome of these

patients.

Systems based on explicit guidelines
need to be developed and implemented to
maintain and improve quality in all settings.

Dr. Brook cautioned
that unless systems
are developed in the
public domain to
show managed care
organizations how to
maintain quality and
reduce costs within a
scientific framework,
these same questions
will be asked 5 or

10 years from now.
People will be asking

A balanced
approach is
needed to get rid
of care that is
expensive and
less than
necessary and
keep care that is
necessary.

the same questions and saying,“Why can’t
we improve access of care to those people
who need it?” The goal should be to
improve the mean level of quality of care
across all dimensions that can be demon-
strated based on science, to improve the
health of people. The capability to do this
exists now. Cooperation is needed between
classical clinical researchers and health ser-
vices researchers to produce the science to

allow this to happen.
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PREDICTORS OF TIME TO
PRESENTATION TO THE EMERGENCY

DEPARTMENT IN PATIENTS WITH
AcuUTE CHEST PAIN: FOcus ON
INSURANCE STATUS

What Are the Correlates of the
Length of Time Between When
Patients First Experience Chest
Pain and Their Presentation to the
Emergency Department?

Paula Jobnson, M.D., M.P.H.

Associate Physician

Division of Cardiology and Section for
Clinical Epidemiology

Brigham and Women’s Hospital

Boston, Massachusetts

For patients with acute manifestation of
ischemic heart disease, timely presentation
for medical assistance is critical. There is a
debate about whether patients in managed
care plans in general experience delays
receiving medical care. This raises the ques-
tion of whether patients’ participation in an
HMO is associated with a longer time to pre-
sentation to the ED after pain begins.

To answer this question, data from a
study evaluating patients who presented
with chest pains to the ED at Brigham and
Women’s Hospital in Boston were analyzed
to identify the correlates of the length of
time between when patients experience
chest pain and their presentation to the ED.

From July 1990 to February 1994,
researchers collected information from
4,000 patients who were seen at the hospi-
tal’s ED and reported having acute chest
pain not explained by trauma or chest x-ray
findings. Data were analyzed from approxi-
mately 3,240 patients who had presented
with chest pain symptoms in 24 hours or
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less after their pain began. The study popula-
tion was mixed in terms of insurance type,
race, and sex, and the mean age was 57 years.
Of the 39 percent of study patients who were
enrolled in HMOs, the majority were from one
staff-model HMO. Indemnity insurance cov-
ered 21 percent of the patients, Medicare cov-
ered another 21 percent, and the remaining
19 percent were covered by Medicaid or had
no insurance.

Study Results

Researchers examined patients’ clinical
and demographic data at time of presentation
and followup. Univariate and multivariate cor-
relates of time to presentation were deter-
mined. Dr. Paula Johnson reported that the
results of the analyses included the following:

e The description of chest pain was similar
in all insurance groups, and about the
same number of patients in HMOs and
indemnity insurance plans reported atypi-
cal symptoms.

» No differences were found across insur-
ance types in time to presentation. The
HMO population presented 7.1 hours after
chest pain began; indemnity, 6.8 hours;
Medicare, 6.5 hours; and Medicaid or un-
insured, 7.3 hours.

» There were no racial or sex differences in
the patients who presented 6 hours or less
after chest pain began. Dr.Johnson point-
ed out that this finding conflicts a little
with that of other studies of sex differ-
ences in this area. “In fact, some of the
data suggest that women, especially older
women, tend to present later,” said Dr.
Johnson.

« Of the total study population, 8 percent
(269) of the patients met the traditional



criteria for a diagnosis of MI. “The final
diagnosis of Ml was, in fact, not associated

with a greater likelihood of coming in less

than 6 hours [after chest pain began],’
said Dr.Johnson. The number of patients
who had a diagnosis of MI was similar

in the HMO, indemnity, and Medicare
groups, but lower in the Medicaid group.

< An analysis of the 8 percent of patients
who had a diagnosis of Ml again revealed
that insurance status was not associated

with time to presentation and clinical out-

comes.

» About 24 percent of all study patients had
a diagnosis of unstable angina. This diag-
nosis also was distributed similarly across
all insurance groups.

Conclusions

In summary,“insurance status was not sig-
nificantly associated with time to presenta-

tion,” said Dr. Johnson. It was not an indepen-

dent correlate of the time to presentation.
This was true for both the general study pop-
ulation and the patients who had a final diag-
nosis of MI. Other findings from the study
include the following:

« Patients who presented with typical
symptoms of angina and had a history of

angina or hypertension, had a family histo-

ry of heart disease, and currently smoked
were more likely to present early (within
6 hours) to the ED.

e The time of day when chest pain began

was associated with whether patients pre-

sented with their symptoms early or late.
Patients whose pain started between
9 p.m.and 3 a.m. were less likely to come

to the ED early than those whose pain
began between 6 a.m.and 12 noon.

Dr. Johnson suggested that from these
data the research priority should be to
answer questions such as the following:

* What are the barriers that caused more
than 25 percent of the patients who

received a final |

diagnosis of MI not nsurance

to come in early? status was not
= How do we start Slgnlf_lcantly

screening out those | associated

patients who come with time to

to the ED inappro- | presentation.

priately?

» How do we start providing more appro-
priate triage and education to patients?

INSURANCE STATUS AND
TREATMENT-SEEKING BEHAVIOR IN
PATIENTS WITH AcUTE CARDIAC

ISCHEMIA: RESULTS FROM THE
AcuUTE CARDIAC ISCHEMIA TIME-
INSENSITIVE PREDICTIVE
INSTRUMENT (ACI-TIPI) TRIAL

Insurance Status—Does It Affect
ACI Patients’ Access to Care?

Harry P. Selker, M.D., M.S.P.H.?

Chief, Division of Clinical Care Research
New England Medical Center

Boston, Massachuselts

It is critical for patients with AMI or
unstable angina pectoris to seek medical
attention promptly, and discussion continues
about whether insurance status affects a per-
son’s access to medical care, particularly ED
care.

2 NHAAP Coordinating Committee Member; Society of General Internal Medicine
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According to Dr. Harry Selker, a researcher
at New England Medical Center, health care
insurers are raising barriers that may impede
patients’ access to ED services. Such impedi-
ments include copayments, requiring other
calls to be made, and unclear instructions for
patients.

“The Access to Care Subcommittee of this
National Heart Attack Alert Program about
2 years ago conducted a review of health
plans in the Washington, D.C., area’s HMOs,”
said Dr. Selker. “They found that there was
very unclear information about what patients
should do in the case of an emergency, and
there were implied and explicit hurdles to
emergency care.”

Dr. Selker and his colleagues working on
the ACI-TIPI trial conducted a related study
on emergency-treatment-seeking behaviors.
“We undertook this study to examine the
impact of insurance status, particularly of
managed care, on treatment-seeking behav-
iors of patients who present to emergency
departments with chest pain or any of the
symptoms suggestive of acute cardiac
ischemia,” said Dr. Selker.

The ACI-TIPI trial had a study population
of almost 11,000 patients from 10 community
and tertiary-care hospitals in New England,
the Southeast, and the Midwest. There was a
substantial mix of racial and ethnic groups in
the patient population. Researchers analyzed
the data on 6,604 patients who had present-
ed at the ED at different hospitals within
24 hours after symptoms of ACI began.

A confirmed diagnosis of ACI was based
on the World Health Organization’s clinical
criteria. “We further stratified acute infarction
patients by the severity of their infarction by
Killip Class and of those with angina pectoris
by Canadian Cardiovascular Association
Class,” stated Dr. Selker.
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Employment-Based vs.
Nonemployment-Based
Insurance Status

The researchers discovered the following
information about the influence of insur-
ance status:

e There were great clinical differences
between patients in the employment-
based group (indemnity and HMOs) and
the nonemployment-based group in
terms of their histories of cardiovascular
disease, risk factors, and confirmed diag-
noses. Medicare and uninsured patients
had different income and sociodemo-
graphic characteristics from those
enrolled in HMOs or indemnity plans.

= After conducting univariate analyses,
researchers found that diagnosis and age
influenced whether an ambulance was
called and the amount of time it took to
get to the hospital ED, and these factors
were not evenly distributed among insur-
ance types. “Therefore, it was difficult to
detect whether insurance status was an
important factor in determining the use
of an ambulance,” says Dr. Selker.

Managed Care vs. Indemnity

Researchers then focused their examina-
tion on a subsample of 1,034 patients who
were from HMO and indemnity groups and
were matched by hospital, age, sex, history
of previous infarction, and risk factors for
coronary artery disease. They analyzed the
data to determine whether there was a dif-
ference in the emergency-treatment-seeking
behaviors of patients in the two insurance
groups and discovered the following:

 In contrast to the earlier finding for the
employment- and nonemployment-based



groups, no significant clinical differences
were found between patients in the
HMO and indemnity insurance groups.
They had similar histories of coronary
artery disease, risk factors, and confirmed
diagnoses.

» Age was found to be an important pre-
dictor for the use of an ambulance
among both indemnity and HMO
patients. The elderly were much more
likely to call an ambulance to go to the
ED than younger patients. The confirmed
diagnosis also made a difference in pre-
dicting ambulance use.

< When a multivariate analysis was done,
researchers found that age, living situa-
tion (e.g., living alone), and presence of
diabetes and other illnesses contributed
independently to the decision to call an
ambulance. After adjustment for these
factors, HMO membership had no impact
on the likelihood of calling an ambu-
lance. (HMO membership conferred an
odds ratio of exactly 1, with a relatively
narrow confidence interval.)

« With regard to the duration of time from
the onset of chest pain or other symp-
toms of AMI until arrival at the ED,"“age
and confirmed diagnosis have relatively
minor differences, and insurance type
made essentially no difference,” said Dr.
Selker.

Conclusions

The emergency-treatment-seeking behav-
ior of calling an ambulance or delaying going
to the ED among patients with chest pain
or other symptoms suggesting ACI were
found by Dr. Selker and his colleagues to be
unrelated to HMO participation. However,

Dr. Selker noted that
the patients in this
study were essentially
all members of an IPA
model HMO with
minimal restrictions
to ED use as studied in
late 1993. “Whether
these results would
apply to tightly con-
trolled and capitated
managed care systems
as have evolved more

Calling an
ambulance and
delaying going
to the ED
among patients
with chest pain
were found to
be unrelated

to HMO
participation.

recently deserves
careful study”

MANAGED CARE AND HOw IT

AFFECTS ACCESS TO EMERGENCY
MEDICAL SERVICES

Changes in the Delivery of
Emergency Medical Care Services
in San Diego County

Gail F. Cooper
Administrator
Community Health Programs
County of San Diego
Department of Health Services
Emergency Medical Services
San Diego, California

San Diego County in California is experi-
encing dramatic changes in its EMS system
because of the reorganization of medical ser-
vices into managed care settings. Ms. Gail
Cooper, the administrator of EMS for the San
Diego County Department of Health
Services, explained that she would present
what is happening in San Diego County as it
relates to managed care and EMS and how it
affects access to care. She also said that to
understand the effect on San Diego, one has
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to understand its distinguishing characteris-
tics. For example, San Diego has 2.5 million
residents living within 4,300 square miles.
Eighty percent of the county’s land is consid-
ered rural, and the other 20 percent is home
to a high-density urban population. The
county is ethnically diverse and has a large
Hispanic population because of its proximity
to the Mexico border. There are 40 ambu-
lance providers, 48 first-responder agencies
and aeromedical support units,and 26 hospi-
tals with acute care facilities and EDs.

As the lead agency for EMS in the county,
the San Diego EMS agency receives approxi-
mately 120,000 calls per year. For the most
part, 9-1-1 patients are transported to the
closest acute care facility equipped to deal
with those patients’ needs. Cardiac emergen-
cies are among the top eight reasons for
calls to the San Diego County 9-1-1 system
and EMS. Cardiac patients account for about
10 percent of the EMS/9-1-1 patients, and the
majority of these patients are male.

Researchers at the University of Califor-
nia at San Diego analyzed dispatch data for
the city of San Diego and examined, in par-
ticular, the severity of the emergencies that
were called in to 9-1-1. The results revealed
that many 9-1-1 patients did not require
emergency services involving acute treat-
ment and hospital care.

“The vast majority of patients probably
could have been seen and treated someplace
else and probably did not need 9-1-1 access,”
notes Ms. Cooper. It is likely that these data
will change as managed care systems require
better cost control and improvements in ser-
vice delivery, coordination, quality, and effi-
ciency.
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Developments in San Diego EMS
Systems

« Private ambulance systems are joining
managed care plans, and this is changing
the private EMS industry in the county.
“We are changing the incentives in terms
of transportation,” related Ms. Cooper.

 Private ambulance agencies are beginning
to accept full risk for some of the
9-1-1 population. They have agreements
with HMOs to take their beneficiaries
under risk and assign, manage, and trans-
port them for a capitated rate.

e Managed care systems now promote the
use of nurse triage systems, in which the
patient describes the symptoms over the
telephone to a nurse who then advises the
patient whether the described symptoms
require 9-1-1 assistance. According to Ms.
Cooper, many hospitals “are going to the
nurse triage system [in which] they tell
their subscribers not to dial 9-1-1 and
instead to dial the nurse triage line.”

Pilot Programs

A number of pilot programs involving
managed care are being conducted in the San
Diego EMS system. In one pilot program in
the rural part of the county, paramedics who
arrive at an emergency scene determine
whether the patient requires acute care and
immediate emergency transportation. If acute
care is not required, the paramedic obtains
HMO insurance information from the patient
and reports this information to an ambulance
dispatch center.

Centralized communication systems,
according to Ms. Cooper, are “probably going
to be the key in EMS—to have a centralized



communication system that can provide bet-
ter [triage] of all patients who call in to the
managed care or 9-1-1 system and ensure
that we get the right patients to the right
hospital, [on] the first time [out].”

» A large ambulance service provider is
working on a new managed care trans-
portation system that merges the trans-
portation systems with managed care
groups to provide the best and most effi-
cient transportation services to hospital
patients, including EMS.

« There is also interest in linking insurance
company data with the 9-1-1 dispatch
centers so that 9-1-1 operators would
know whether a particular patient was
enrolled in an HMO. With this informa-
tion, they are better able to make deci-
sions about what health care facilities or
resources are needed and most appropri-
ate for a particular patient.

Maintaining and improving the quality of
services are critical to the success of the
pilot programs and the switch to managed
care. Quality indicators and patient care
tracking programs are needed to make sure
quality is not sacrificed for cost contain-
ment. “As we change the mechanisms of
delivering services,” said Ms. Cooper,“we
have to make sure that what we have done
in that change does not provide greater
harm or greater risk to the patient popula-
tion that we are there to serve”

Ms. Cooper suggested several actions that
could be taken to improve tracking and data
systems:

« Partnerships need to be developed with
managed care organizations to deliver
services more efficiently. San Diego
County organized a symposium with EMS

providers to discuss the effect of man-
aged care on their services and come to
agreement on the meaning of terms such
as capitation and full risk.

Prehospital data need to be linked with
inhospital data.

The treatment and transport of all
patients in the system, including patients
with heart disease,

need to be moni- The 9-1-1 system
tored more closely. safety net needs

It is no longer to be protected.
treat and transport
We have to

everybody,” said
Ms. Cooper,“but it | watch over- and

is now treat and underutilization

transport when [of services] and
appropriate, match :
match patient

systems’ resources
with patient needs and system

needs, and be sure resources.

to get the right
patient to the right place in the right
amount of time and on the first run.”

A link should be developed for patients
in the Medicare and Medicaid systems
because they will be changing to a man-
aged care service delivery system.

Good public education is essential to
ensure that the quality and delivery of
EMS are maintained as the system
changes to a managed care setting.
Patient complaints need to be investigat-
ed promptly, and good first-responder
and bystander care programs are needed.

e The 9-1-1 system safety net needs to be

protected. “We have to watch over- and
underutilization [of services] and match
patient needs and system resources. We
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also have to provide a balance so that the
safety net for vulnerable populations con-
tinues to be protected,” said Ms. Cooper.

During the transition to managed care,
there is an opportunity to improve the quali-
ty and efficiency of the EMS and 9-1-1 sys-
tems by stressing quality improvement and
cost-efficiency. “I think if we continue to
focus on quality and patients, then our
patients will continue to be served by the
EMS system,” concluded Ms. Cooper.

EMERGENCY DEPARTMENT ISSUES

How Managed Care Affects How
Emergency Department Manages
Operations

Mark S. Smith, M.D.3

Chairman

Department of Emergency Medicine
Wasbington Hospital Center
Wasbington, D.C.

[Editor’s Note: The opinions expressed
by Dr. Smith in his presentation are his alone
and do not reflect the views or policies of
any organization.]

When discussing the effects of managed
care in the context of EMS and the treatment
of patients with symptoms and signs of AClI,
it is important to understand how an ED
functions and what administrative steps care-
givers and cardiac patients are required to
take.

As chairman of the Department of
Emergency Medicine at the Washington
Hospital Center, Dr. Mark Smith has firsthand
knowledge about the daily operations of the
ED. He described the basic steps followed
by the ED staff through which patients who

report with a possible cardiac emergency
have to negotiate.

On arrival. Patients enter the ED either
on their own or by ambulance. Triage nurs-
es make the initial assessment, and, regard-
less of insurance status, patients found to
have serious emergencies are brought imme-
diately to the clinical area for medical care.

Registration of noncritical emer-
gency patients. Patients who do not need
immediate clinical attention are registered
before medical care is given. If a patient is a
member of an HMO or some other managed
care organization that requires preauthoriza-
tion of payment before treatment, a staff
member calls the managed care organization
involved to obtain the authorization. An
HMOQO’s decision not to preauthorize pay-
ment before care is provided does not mean
that it will refuse to pay any of the patient’s
claim. It may pay for treatment after a retro-
spective review of the case.

Responsibility of the ED. “Regardless
of the HMOQO’s decision, the emergency
department has a legal obligation to provide
a medical screening evaluation to all patients
to determine whether an emergency med-
ical condition exists,” emphasized Dr. Smith.
EDs are legally obligated to provide emer-
gency care to all patients who request treat-
ment because of the 1985 COBRA. Even if a
managed care organization denies the pre-
authorization of payment, under COBRA the
ED is obligated to provide a screening evalu-
ation unless the patient declines.

Regardless of the patient’s insurance sta-
tus, the ED physician will contact the
patient’s primary care physician, assuming

3 NHAAP Coordinating Committee Member; American College of Emergency Physicians
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one exists, to obtain relevant medical history;,
such as copies of ECGs.

Following patient evaluation, stabi-
lization, and treatment. Once the patient
has been stabilized, a decision must be
made whether to (1) discharge the patient,
(2) transfer the patient to another facility, or
(3) admit the patient to the hospital. If the
ED is not part of an inplan facility, the man-
aged care organization usually will require
the patient to be transferred to an inplan
hospital as soon as the patient is stable
enough to be transferred without risk.

There is concern about the potential for
adverse clinical outcomes for a patient with
an AMI or unstable angina in the managed
care environment. Cardiac ischemia cases
are time sensitive in terms of treatment effi-
cacy, and the potential is great for problems
to occur in relation to managed care sys-
tems. “The potential for underdiagnosis is
real, and the potential for sudden decompen-
sation is also real unless the patient is at an
appropriate care area,” noted Dr. Smith. But
he pointed out that so far there are no
research data to support that concern. “In
my experience talking to most of my col-
leagues, it [managed care] has not really had
any visible negative effect. In fact, in some
cases ... it may be positive.”

Although there are no data to link man-
aged care organizations with adverse clinical
outcomes in emergency situations, there are
many situations in which adverse outcomes
conceivably could occur.

» The requirement that a patient call a
physician or advice line before seeking
medical care, whether it be primary care
or emergency care, may cause a delay in
the patient’s receiving the needed med-
ical care.

A patient having an Ml may be directed to
a clinically inappropriate facility, such as a
private physician’s office, rather than an
ED.

« ACI treatment is time sensitive, and time
may be lost in the ED because of attempts
to obtain payment preauthorization.

» The ED may treat the patient and later
have its claim for payment denied by the
insurer.

* The managed care organization may
require the patient be transferred to an
inplan facility after the diagnosis is made,
and adverse events could occur during
that process.

All of these are possible, Dr. Smith said,
but“in the majority of practice environments

around the country . ..
most of these do not
happen in a way that
compromises clinical
care ....” He acknowl-
edged, however, that
“there are a sufficient
number of anecdotal
instances of each of
these problems occur-
ring that I think we
need to bring them

In my
experience . . .
[managed care]
has not really
had any visible
negative effect.
In fact, in some
cases. .. it may
be positive.

out in the open so that [they] can be dis-
cussed on their merits.”

The EMS system is in transition from the
fragmented fee-for-service indemnity insur-
ance to coordinated and managed care. More
of the infrastructure is in place, there is more
coordination of systems, and more medical
conditions are being assessed by telephone
to determine the need for ED care.
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What Is Considered an Emergency?

What is the definition of “emergency”
that insurance companies should use when
deciding retrospectively whether to pay an
ED bill? The standard patient-centered defi-
nition of an emergency described by Dr.
Smith is “whether a prudent layperson pos-
sessing an average knowledge of medicine
and health, who is experiencing the symp-
toms, believes that unscheduled medical care

Information
technology will

be the glue that

Is going to link the
managed care
organization, the
patient, and the
EDs in a seamless
link.

IS required. ... Itisa
symptom-driven
definition.” On the
other hand, a diagno-
sis-centered definition
would include only
those conditions con-
sidered threatening to
“life, limb, and well-
being” However,“the
ultimate diagnosis is
not the salient point in

determining whether

an emergency exists, and consequently,
whether a bill should be paid,” advised Dr.
Smith.

He described the changes in the EMS sys-
tem resulting from managed care as being
positive. EDs and managed care organiza-
tions have increasingly similar interests.
Managed care organizations can help the
NHAAP conduct patient education because
of their large information dissemination sys-
tems.

Information technology will be “the glue
that is going to link the managed care orga-
nization, the patient, and the EDs in a kind of
coherent and seamless link,” Dr. Smith con-
cluded. In the future,“we are going to have
more and more telephone coordination of
an integrated, seamless system in which the
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emergency department will be one very
important piece, but simply one piece of
that system.”

HEeALTH CARE FINANCING

ADMINISTRATION PERSPECTIVES

The Potential of Managed Care
Organizations To Improve Health
Care Coordination

Jeffrey Kang, M.D., M.P.H.

Chief Medical Officer

Office of Managed Care

Health Care Financing Administration
Baltimore, Maryland

According to Dr. Jeffrey Kang, the chief
medical officer of the Office of Managed
Care in HCFA, there is reason to be opti-
mistic about the role of managed care in
emergency patient care. Specifically, he
believes that managed care organizations
have the potential to be helpful to the
NHAAP in its efforts to improve the coordi-
nation and care provided to patients with
ACI.

The traditional fee-for-service indemnity
insurance programs are fragmented because
they pay for services on a visit-by-visit and
provider-by-provider basis. “We, in many of
our rules and regulations, actually get in the
way of coordinated care. Under a capitation
system, the potential for managed care enti-
ties to reorganize care is dramatic,” said Dr.
Kang.

Managed care organizations have a
strong incentive to work with providers on
primary and secondary prevention of acute
cardiac ischemia. They are interested in
rapidly identifying and treating ischemia in
the ED because it will be cost-effective for



them in the long run. It can increase the
likelihood of a positive clinical outcome for
the beneficiaries and reduce the need for
expensive long-term medical care.

However, there is a potential downside.
In their efforts to reduce medical costs, man-
aged care organizations may reduce quality
of care through the “underutilization” of ser-
vices and by “erecting barriers.”

“True outcome measures will be neces-
sary to hold managed care plans accountable
for the quality of care that they are deliver-
ing,” said Dr. Kang. HCFA is working with
NCQA on its HEDIS project, and it is devel-
oping outcome measures for ACI through
the Cooperative Cardiovascular Project.

This project has the goal of developing ways
to “measure a plan’s performance, and then,
as a purchaser, hold the plan accountable for
the quality of care that it is delivering.”

Suggestions for Managed Care
Organizations

The managed care industry is willing to

pay for EMS when they are used appropriate-

ly for health emergencies but not for inap-
propriate uses. However, during this period
of transition when several models of insur-

ance plans are in use, the managed care orga-

nizations are discouraging the inappropriate
use of EDs, for example, when they are used
as sources of primary care. The traditional
indemnity plans in general have allowed the
use of EDs as a source of primary care.

“I think that this effort to reduce inap-
propriate utilization of health care services
through managed care has a great risk ...
and the unintended consequence of prevent-
ing or interfering with the rapid identifica-

tion and treatment of patients with ACI.” To
avoid this kind of interference, Dr. Kang sug-
gested that managed care organizations con-
sider improvements in three elements of
their process for controlling the use of emer-
gency medical services.

1. Beneficiary education materials.
Education materials must clearly inform
beneficiaries about how to identify the
symptoms and signs of ACI, and materi-
als must direct beneficiaries to call
9-1-1. “We know that new models of
screening patients for emergency
medical services are being piloted.
Managed care entities will be prepared
to coordinate their efforts and inform
their beneficiaries on whatever public
health system is created for accessing
the EMS system,” said Dr. Kang.

2. Prior authorization of payment.
“Prior authorization rules for [ED]
access and subsequent treatment of ACI
must have clear exceptions for those
patients who are presenting with chest
pain and the possibility of ACI,” said Dr.
Kang. At a minimum there must be
identified symptoms or signs that every-
one agrees are possible early warnings
of ACI. HCFA has a little-known rule
prohibiting Medicare risk plans from
using prior authorization for in-network
or out-of-network emergency services.
HCFA is exploring the possibility of
making a similar rule for Medicaid
patients. “I think HCFA, as one of the
largest purchasers of managed care in
the country, would be happy to support
similar efforts with commercial insur-
ers,”said Dr. Kang.
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3. Coverage and payment policy
exceptions. The coverage and pay-

Managed care
organizations
must allow
exceptions for
patients with ACI
or chest pain.

ment policies of man-
aged care organiza-
tions must allow
exceptions for
patients with ACI or
chest pain. “The ED
and the patient . ..
should not have to
worry about whether

a service involving medical screening
for [ACI] will be paid for”

Conclusions

There is great potential for the managed

care industry to improve the rapid identifica-

tion and treatment of patients with ACI.
HCFA is interested in working with the
NHLBI and the NHAAP on this issue and is
willing to use HCFA regulations, payment
policies, and relationships connected with
the managed care industry to help make

progress in this area.

There is a confluence of interests occur-
ring because the managed care industry is
beginning to recognize that working with
physicians and researchers on this issue will
result in cost-effective care for beneficiaries.
Not only would such a collaboration pro-
mote more cost-effective identification and
treatment of AMI, but it would support pri-
mary and secondary disease prevention
efforts to further reduce health care costs.
To facilitate this collaboration, Dr. Kang
suggested that the medical directors of
several managed care entities be invited to
participate on the NHAAP Coordinating

Committee.

34

He also suggested that the NHAAP
Coordinating Committee take an active role
in developing clinical outcome measures for
the emergency care of patients with ACI. “I
really encourage all of you to participate in
the development of outcome measures that
HCFA, NCQA, and the JCAHO can use to
hold managed care plans accountable in this
area of [AMI] and infarction.”

CONTINUOUS QUALITY
IMPROVEMENT AND MANAGED

CARE: CAN WE DEFINE
INDICATORS OF QUALITY?

Using HEDIS To Evaluate the
Quality of Care and Performance
of Managed Health Care
Organizations

Cary Sennett, M.D., Ph.D.

Vice President for Performance
Measurement

National Committee for Quality Assurance

Washbington, D.C.

How can the quality of care provided by
managed care organizations be evaluated?
What indicators can be used to measure
quality of care? Is it possible to define indi-
cators of quality of care at all? According to
Dr. Cary Sennett, vice president for perfor-
mance measurement for NCQA, the question
is not whether one can define quality-of-care
indicators but how the current indicators
were developed and how will they be
defined in the future.

Answering questions about the quality
of care provided by managed care organiza-
tions is one of the goals of NCQA, a non-
profit agency that evaluates and reports on



the quality of managed care firms. Its philos-

ophy is that the health plan organization is
responsible or accountable for the care and
service provided to the populations it cov-
ers.

“We believe that a good health plan will
act as an effective agent or broker for its
covered population,” affirmed Dr. Sennett.
NCQA believes that increased competition
can drive improvements in quality of care in
the managed care industry. For that compe-
tition to take place, however, information
about the quality of care and the service
delivered by various managed care organiza-
tions is needed. Without information on
plan performance, there is no incentive for
managed care organizations to improve their
care.

“Our role has been to try to create the
information that would make the market
work more efficiently,” explained Dr. Sennett,
“that is, to create the information that would

give purchasers and consumers a better abili-

ty, a better opportunity, to make choices
based on information about the quality or
performance of managed care plans which
are the options that they have”

Performance Measurement: HEDIS

HEDIS is a set of statistics that was creat-

ed 3 or 4 years ago to provide corporate pur-

chasers of managed health care with objec-
tive, standardized information about the per-
formance of different health plans so that
they could select plans on the basis of quali-
ty and performance as well as cost.

The HEDIS statistics sets provide informa-

tion in five different areas: (1) quality of
care, (2) access and satisfaction, (3) mem-
bership and utilization, (4) finance, and
(5) description of management.

The first HEDIS set (version 2.0) focused
on preventive care and pregnancy care.
“These measures were put forth early
because there was a high degree of consen-
sus about what the rules were for care of
patients who required preventive services
and because these were areas in which mea-
surement was relatively easy,” stated Dr.
Sennett.

Following the release of HEDIS 2.0,
NCQA conducted a pilot evaluation project

and produced a report
card. From that pilot
“we came to believe
strongly that some
audit or external verifi-
cation of the statistics
was required. But managed care

even so, we were organizations is
struck by the extent to | one of the goals
v_vhmh there is varia- of NCQA.

tion across plans and

Answering

guestions about
the quality of care
provided by

how compelling that variation is,” said Dr.
Sennett.

HEDIS data include information broken
down by sex and age on the utilization rates
of different cardiac care procedures, such as
coronary catheterization, bypass graft
surgery, and coronary angioplasty. These
data reveal that “there is very substantial
variation that we need to understand and
that can begin to inform the next level of
questions, if not begin to inform choices
about individual health plans,” commented
Dr. Sennett.

HEDIS is still in the early stages of devel-
opment and has several important limita-
tions. Its information focuses primarily on
preventive care, and there has been little
assessment of the implementation of HEDIS.
Technical problems related to analyzing risk
adjustment also have not been resolved.
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Expanding the Scope of HEDIS

HEDIS 3.0, the next version of the indica-
tor set, is in the process of development and
will be expanded. [Editor’s note: HEDIS 3.0
was in the development stage at the time of
this presentation but was subsequently com-
pleted in 1996.] It will be an information
set that is integrative and applies not only to
commercially insured populations but also to
the Medicare and Medicaid populations. The
clinical focus will expand to include chronic
care and acute illness issues. Because of the
demand for more information on clinical
results, NCQA plans to address the technical
problems related to adjusting for differences
in population risk. NCQA plans to solicit
suggestions for new measures that would
better evaluate or assess the extent to which
managed care firms are delivering accessible
or high-quality care for patients with AMI.

Setting priorities about what data to col-
lect is important. “Probably the greatest chal-
lenge at some level is managing expecta-
tions. The demand in the purchasing com-
munity for information to assist them to
make choices is very substantial, and the
desire to assist them in this is also substan-
tial,” said Dr. Sennett.

The science and rigor that need to be
brought to this process imply the need to
move with deliberate pace,and NCQA'’s chal-
lenge is to balance the need to move for-
ward rapidly with the need to move forward
only as deliberately as science permits.
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DeVELOPING CARDIAC INDICATORS
OF QUALITY AND OUTCOMES FOR
MANAGED CARE ORGANIZATIONS:

REPORT FROM THE JOINT
COMMISSION ON ACCREDITATION OF
HEALTHCARE ORGANIZATIONS

Margaret Van Amringe, M.P.H.

Director, Washington Office

Joint Commission on Accreditation of
Healthcare Organizations

Washbington, D.C.

“We have an adage at the Joint
Commission that we have had for a number
of years, but it is particularly apt now. Itis,‘If
you cannot measure it, you cannot manage
it,” offered Ms. Margaret Van Amringe, director
of the Washington Office of the JCAHO.

It is apt because of the growth of the
managed health care industry. “Managed care
IS unigue among providers of care in its goal
of promoting continuity and coordination
along a continuum services,” observed Ms.
Van Amringe. The effective management of
health care relies on the interrelationships
between the providers who supply the man-
aged care organization’s services and pro-
grams and the organization’s central point of
operation.

The JCAHO has the challenge of provid-
ing an inventory of credible performance-
based standards and outcome indicators that
measure the most important functions that
managed care organizations perform. This
inventory is meant to be used by three types
of stakeholders in managed care: payers, con-
sumers, and providers and clinicians.



Since the mid-1980s, the JCAHO has been
developing outcome indicators for provi-
ders. For example, last year, it incorporated a
cardiovascular indicator for hospitals that
was recommended by the NHAAP. “It is now
affectionately called ‘Our Indicator Num-
ber 12, which is the time to thrombolytic
therapy,” reported Ms.Van Amringe.

Because of the issues raised by managed
care, the JCAHO is creating a new frame-
work for developing and testing indicators.
In April 1995, it published a request for indi-
cators of clinical outcomes, and more than
900 individual indicators were sent for evalu-
ation of managed care programs, two of
which originated with the NHAAP.

These 900 indicators were sorted into
five domains of importance in relation to
managed care: health status, clinical perfor-
mance, disease prevention and health pro-
motion, patient and provider satisfaction, and
communication and education. These were
further sorted according to criteria that the
JCAHO has established and considers most
important for evaluating outcome indicators:
validity, reliability, data discrimination, data
collection efforts, and relevancy.

The remaining 300 to 400 indicators
were put into a large grid and matched to
10 to 12 priority disease conditions, includ-
ing cardiovascular disease. They also were
analyzed according to the JCAHO’s 11
dimensions of care: appropriateness, avail-
ability, continuity, early detection, effective-
ness, efficacy, efficiency, prevention of dis-
ease, respect and caring, safety, and timeli-
ness.

For cardiovascular care, the most impor-
tant part of this grid is that it is dynamic.

“We think with the recent advances and the
rate of advances in technology and cardio-
vascular care, it is very important that we
keep this grid moving and work in collabo-
ration with the field to develop new indica-
tors along those dimensions of care where
necessary,” said Ms.Van Amringe.

This new framework and its attendant
selection of indicators for use for managed
care organizations

should be available in

If you cannot
early 1996. [Editor’s

note: This framework measure it,
was released at the you cannot
National Managed manage it.

Health Care Congress,
April 14,1997, in Washington, D.C.] The
JCAHO hopes that the new framework will
contribute to establishing a managed care
marketplace that emphasizes accountability
and performance.

In addition to its program of developing
indicators for managed care, the JCAHO also
is committed to bringing some level of stan-
dardization to the measurement of managed
care. “If we are really to have information
that is useful for continuous quality improve-
ment and for decisionmaking by consumers
and payers, we have to make sure that we
can compare the information from one plan
with another and within a plan over time.
That means not just standardizing the
numerator and denominator of a measure
but looking at issues such as data dictionar-
ies, data collection efforts, and making sure
that when we collect information, we can
really make it useful for people,” concluded
Ms.Van Amringe.
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ldeas/The Future

MANAGED CARE PERSPECTIVES

Future Challenges in Caring for
Acute Cardiac Ischemia Patients

Joanne Wilkinson, M.D.*

Pbhysician Coordinator

Emergency Services and Urgent Care

Utilization

Office of the Health Centers Division

President and Medical Director
Harvard Pilgrim Health Care
Brookline, Massachuselts

Managed care is about “attempting to con-

tinue to provide quality health care with

The challenge
for the NHAAP is
going to be
education of the
payers and
providers of
health care.

much more limited
resources,’ said Dr.
Joanne Wilkinson,
physician coordinator
of Emergency Services
and Urgent Care
Utilization for the
Harvard Community
Health Plan [Editor’s
note: Now Harvard
Pilgrim Health Care].

“Purchasers are demanding it, and reduction
of health care expenditures is absolutely nec-
essary for the well-being of our national

economy.”

Dr.Wilkinson contended that the major
challenge is not whether managed care orga-

4 Advisor to the NHAAP Access to Care Subcommittee
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nizations can be engaged in the effort to
improve access to care for cardiac emergen-
cies because she agrees with others that
they are likely to be willing partners.

“The challenge for the NHAAP said
Dr.Wilkinson,“is going to be education of
the payers and providers of health care
about the timeframes that are needed to
achieve rapid reperfusion and the cost-
benefit of doing coronary reperfusion.”

She described other challenges that she
believes lie ahead with regard to managed
care and the care of patients with ACI.

» Prehospital and outpatient critical path-
ways for care that are based on data
need to be developed. Managed care
organizations are accustomed to critical
pathways in hospitals for inpatient care.

* One of the most important areas to focus
on is reducing patient delay times. Delay
times can last up to 6 hours or more, and
this is true for patients in both managed
care and traditional indemnity health
care programs. Dr.Wilkinson does not
believe that more legislation is needed to
ensure access to care because there are
Federal and State HMO statutes as well as
Medicare risk contracts that already pro-
vide regulatory safeguards to access.



» Reducing delay times without increasing
the use of the ED for noncardiac chest
pain will be a challenge. Resources for
research are diminishing, but HMO
record systems and databases have a
wealth of data on prehospital care that
can be analyzed.

Dr.Wilkinson recommended that the
next step may be to develop a broadly
applicable critical pathway with an outcome
measure that can be used in the upcoming
versions of HEDIS. “This is just one idea, but
there are, | am sure, many others where the
NHAAP will find a willing partner in man-
aged care,” said Dr.Wilkinson. “I, for one, am
looking forward to such a partnership in the
work that lies ahead.”

EMERGENCY MEDICAL SERVICES

PERSPECTIVES

Caring for the Cardiac Arrest
Patient and the Chest Pain Patient

James M. Atkins, M.D., F.A.C.C.>

Medical Director, Emergency Medicine
Education

Professor of Internal Medicine

Division of Cardiology

University of Texas Soutbwestern Medical
Center at Dallas

Dallas, Texas

How does the EMS system fit into the
care of the cardiac patient in the modern
reimbursement scheme? In particular, how
does the EMS system care for both cardiac
arrest patients and chest pain patients?

“In the ideal world, this is simple,” stated
Dr. James Atkins, medical director of Emer-
gency Medicine Education and professor of

internal medicine at the University of Texas
Southwestern Medical Center at Dallas. “You
would like all the true emergency patients
to call 9-1-1 and all the nonemergency
patients to call the 800 or other access” But
in the real world, people are often not sure
whether they have a true emergency,“and
that becomes our dilemma, from both the
managed care side and the EMS side,” noted
Dr. Atkins.

For the EMS personnel, nonemergency
patient calls mean that resources needed for
emergencies are being used to transport
patients who are not seriously ill.

“If a patient calls the toll-free number for
the health care plan, will this cause a delay
in reaching 9-1-1?” asked Dr. Atkins. “What
should the linkage be

between the 800
number and 9-1-1?
Should these services
be linked so that if
patients call the 800
number and it
becomes obvious that
it is an emergency, the
call is immediately
transferred, and the

But in the real
world, people are
often not sure
whether they
have a true
emergency, and
that becomes

our dilemma.

ambulance is dis-
patched immediately without adding 2, 3, or
4 more minutes of delay? Likewise, if
patients call 9-1-1 and they do not have a
true emergency, should an ambulance be
sent or should the call be transferred to the
800 number?”

In the case of cardiac arrest, it is impor-
tant to instruct the bystander, first respon-
der, and paramedic responder to act quickly.
In the case of chest pain, patients need to be
prioritized so that the first responder and

5 NHAAP Coordinating Committee Member; American College of Cardiology

39



the paramedic responder are dispatched
when appropriate. The problem, according
to Dr. Atkins, is defining what situations are
appropriate.

The paramedic response to cardiac arrest
is relatively simple: defibrillation and
advanced cardiac care. With the chest pain
patient, the paramedics can help not only
with access to care,“they can assess the
patient, get a 12-lead ECG, and maybe help
make the decisions between the prehospital
phase and hospital phase,” said Dr. Atkins.

Some cities are developing programs so
that a 12-lead ECG can be performed in the
field. Such programs involve limited ques-
tionnaires that can be used for triage of the
patient or make some decisions. But“how
should these patients be triaged?” asked Dr.
Atkins.

Should the patient be transported to a
hospital participating in his or her health
plan or the hospital that is closest? The clos-
est hospital or the “best” hospital? “These
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are tough decisions that we are going to
have to look at to try to make the decision
of how to make this system function as well
as possible,” said Dr.Atkins.

Should the EMS not transport some
patients? As many people know, there are a
number of patients who call EMS but do not
have emergencies. How should those
patients be handled? Should the paramedics
assess the patient and then just leave?

“If that is the case,” said Dr. Atkins,

. our training programs for paramedics
are not aimed in the proper direction.”
Paramedics are trained to deliver critical
care during transport, but they are not
taught to determine whether the patient
needs transport. “If paramedics are going to
start doing that, then we have to rethink
much of our educational system. What sort
of criteria? Age, history, ECG? What training
is going to be needed? These will be the
issues that we will have to face in this new
arena,” he concluded.



Small-Group Reports on the Perceived Issues

and Possible Solutions

CHALLENGE TO NHAAP

COORDINATING COMMITTEE AND
INDUSTRY REPRESENTATIVES

Lawrence D. Jones, M.D.®
Consulting Physicians Network
Summit, Missouri

The Coordinating Committee has met
throughout the years during a time of huge
change, socially, politically, and in the medical
arena. Dr.Lawrence Jones explained that a
recurring problem has been how to deal
with emergency access to medical care, par-
ticularly in the context of the managed care
system. For this reason, a special Coordinat-
ing Committee meeting was called.

Dr. Jones introduced the background and
charge to the small groups of NHAAP
Coordinating Committee members following
the managed care presentations: Coordinat-
ing Committee members were next provided
with an opportunity to discuss the challenges
for resolving the problems and issues that
exist. Members were then charged with
forming five small discussion groups to
answer questions and propose solutions to
specific issues related to managed care poli-
cies and trends and concerns regarding the
care of AMI/ACI patients:

Group 1 - Metropolitan Viewpoint
Group 2 - Rural Viewpoint

Group 3 - Public Policy
Group 4 - Research

Group 5 - Crosscutting Challenges and
Solutions

Below is a summary of the solutions and
recommendations proposed by each group.

GROUP 1—Metropolitan
Viewpoint

[Facilitator: Dr. James Atkins]

Question 1: In the metropolitan set-
ting, what are the perceived issues related to
managed care and access to care for patients
with ACI?

1. The clear-cut winner was a perceived
lack of choice by the patient; this was
felt by many to be a major issue.

2. An offshoot of the first issue was the
question, “Who is going to take care of
me?”

3. Another issue is fear that the care deliv-
ered will be less than optimal under
managed care.

Dr. Atkins pointed out that these percep-
tions may or may not be real but were con-
sidered to be issues by the Coordinating
Committee members.

6 NHAAP Coordinating Committee Member; American Academy of Insurance Medicine
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Other perceived issues:

» The patient may fear that the bill is not
going to be paid if the managed care
provider does not think the patient’s
complaint was an emergency and war-
ranted a visit to the ED.

» The patient may feel he or she cannot go
to the “best practice” because it is out of
the managed care network.

» Problems with patient transfer and triage
constitute a perceived issue under man-
aged care.

Question 2: How might the NHAAP, its
Coordinating Committee member organiza-
tions, and nonmember organizations address
the three highest priority managed care and
access to care issues identified in the first
guestion?

1. Educate managed care groups regarding
what is appropriate care and quality
care for a patient with ACI and allow for
a payment structure for care that is out
of the network.

2. Improve the quality of care through out-

come measures, thereby improving
patient satisfaction.

3. Educate the patient and the employer
about how to select a quality managed
care plan.

Other recommendations:

» Develop criteria for what care is expect-
ed and the quality of care.

» Develop networks for education regard-
ing primary prevention.
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GROUP 2—Rural Viewpoint

[Facilitators: Mpy. Jimm Murray, Ms. Valerie

Gompf]
Question 1: In the rural setting, what

are the perceived issues related to managed
care and access to care for patients with ACI?

1. Will or should managed care organiza-
tions seek to enroll members in rural
areas?

2. Another issue is transport times and
accessibility.

3. What level of treatment facilities and
expertise will managed care organiza-
tions have in a rural setting?

Ms. Gompf pointed out that there were
similarities between rural issues and metro-
politan issues.

Other perceived issues:

« Local logistical solutions, e.g., telemedi-
cine, helicopters, physician extenders.

e Qutcomes research and howv it reflects
rural versus other populations.

« |dentification of high-risk patients and
perhaps providing bystander training.

e The impact of managed care on volun-
teer EMS.

« Physical accessibility to patients.

« Skill retention and the ability to
[provide] triage and diagnosis.

» Concerns about the transient, unem-
ployed nature of the rural population.

Question 2: How might the NHAAP, its
Coordinating Committee member organiza-
tions, and nonmember organizations address



the three highest priority managed care and
access to care issues identified in the first
question?

1. The NHAAP should be an advocate for
patients in rural areas to ensure that
rural issues become factored into any
discussion regarding managed care.

2. The NHAAP should define what is

meant by “rural” and “frontier” and devel-

op recommendations for parameters of
care regardless of payer type to deter-
mine the most effective care method.

3. Optimal operational parameters should
be developed for rural transport.

Other recommendations:

« Study and develop mechanisms to
improve the effectiveness of triage, deter-
mine the cost-effectiveness of using air
evacuation, and identify tertiary facilities.

» Support and encourage the use of perfor-
mance indicators or outcomes to ensure
that comparative treatment occurs in all
population settings.

A question from the audience to the rural
group was whether the rural physicians’ lack
of expertise in some of the technological
options relevant to ACI/AMI diagnosis and
treatment was discussed as an issue. It was
pointed out that this particular point was
not addressed during the group discussion
but that it should be included in the discus-
sion.

GROUP 3—Public Policy

[Facilitators: Mr. Jay Merchant, Mr. William
Schneiderman]

Question 1: What governmental and
managed care provider policies need to be
in place to ensure rapid identification and
treatment of managed care patients with
ACI?

1. All managed care organizations need
written policies that reflect the urgent
nature of ACI and in conjunction with
this, all payers must pay for ED visits to
rule out ACI/AMI.

2. A national reporting requirement sys-
tem needs to be established.

3. A universal health insurance system is
needed so that no one is excluded.

Question 2: How might the NHAAP, its
Coordinating Committee member organiza-
tions, and nonmember organizations help
implement the three highest priority man-
aged care and access to care issues identi-
fied in the first question?

1. The NHAAP should work with quality
assurance organizations to identify the
policies of managed care organizations
and to ensure that the care being deliv-
ered is appropriate.

2. Governmental policies should require
monetary assessment of managed care
organizations to pay for a data system.

3. Develop parameters of care for AMI/ACI
patients in this country [Editor’s note:
Issue 3 originally read,“Identify stan-
dards of care,” but was revised in
response to a comment from the audi-
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ence that such a change would make the
statement more benign from a medical
and legal point of view.]

Mr. Merchant pointed out during his
report that the policy group had concerns
regarding the 50 million uninsured
Americans.

GROUP 4—Research

[Facilitators: Dr. Jane Scott, Dr. Harry Selker]

Question 1: What are the critical
research questions related to managed care
and access to care for patients with ACI?

1. What are the quality indicators for
process and outcomes of care for ACI?

2. What are the reliable methods for risk
stratification of patients with prodromal
or ACI symptoms?

3. What can managed care plans do to
reduce the rate of cardiac arrest and
improve outcomes for patients with ACI?
(Compare across plans and insurance

types.)

Question 2: What recommendations
would you make to the NHAAR  its
Coordinating Committee member organiza-
tions, and nonmember organizations to facili-
tate funding of the three highest priority

research questions identified in the first ques-

tion?

1. Organizations such as the NHLBI, the
NHAAP, AHCPR, the Centers for Disease
Control and Prevention, HCFA, HMOs,
and hospitals need to make research
monies available to (1) develop and
implement measures of short-term and
long-term outcomes (including medical
outcomes, utilization, and cost) for
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patients with ACI including cardiac
arrest and (2) demonstrate, implement,
and evaluate novel and innovative pilot
programs with measures and outcomes
for the delivery of care for patients with
ACI and cardiac arrest in managed care
settings.

2. ldentify and develop reliable and valid
methods for the risk stratification of
patients with ACI and cardiac arrest
(including a data repository).

3. The NHAAP should make recommenda-
tions to some of the standards organiza-
tions such as the JCAHO and NCQA to
start collecting data regarding the issue
of cardiac arrest research and outcomes
of patients with ACI and develop quality
indicators or reports to be shared with
managed care organizations, with broad
participation of the health care commu-
nity, to assist with the education of
patients in identifying symptoms of
ACI/AML.

GROUP 5—Crosscutting Issues
(Challenges and Solutions)

[Facilitators: Dr. Lawrence Jones, Dr. Joanne
Wilkinson]

Question 1: What do you perceive to
be the most important issues related to man-
aged care and access to care for patients
with ACI?

1. The need to study and evaluate ways to
reduce delay between the time of the
onset of symptoms to the time of evalu-
ation and treatment.

2. The more explicit delivery of diagnostic
and management information or proto-
cols for all providers of care at all levels.



3a. The issue of triage in determining
which facility is most appropriate.

3b. The issue of how to deal with the unin-

sured.

Question 2: What recommendations
would you make to the NHAAP  its
Coordinating Committee member organiza-
tions, and nonmember organizations to
address the three highest priority managed
care and access to care issues identified in
the first question?

1. Design and evaluate a research method-
ology for use by managed care and EMS

systems to evaluate changes in the deliv-

ery systems, including process and out-
come measures.

2. Develop outcome measures for hospitals

for patients presenting with chest pain.

3. Recommend that managed care organi-
zations develop and implement critical
pathways for the treatment of ACI.

Other recommendations:

« Study patients who presented within
3 hours and find out why they did so.

» Research reasons for the delay of presen-
tation in both patients and spouses.

 Recommend a prototype of clinical path-
ways or guidelines with a managed care
focus, e.g., with cost information.

« Facilitate the introduction of new tech-
nologies to the EDs (to include nontradi-
tional methods).

Dr. Lenfant remarked that it would take
some time, perhaps one or two more meet-
ings, to assimilate all these recommenda-
tions.
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Key Recommendations From

the Small-Group Reports

tions extracted from the special focus meeting

The following are the key recommenda-

of the NHAAP Coordinating Committee
addressing access to care for patients with

symptoms and signs of ACI, within the context
of managed care, as approved by the Program

Planning Committee. These recommendations
apply equally to metropolitan, small town, and

rural populations of the country.

e Educate managed care groups,

patients (enrollees), and employers
about expected care for patients with
ACI. Educate managed care groups,
patients (enrollees), and employers about
what is appropriate, quality care for
patients with symptoms and signs of AClI,
including the importance of allowing for
a payment structure for care “out of the
network.”

Develop parameters or standards of
care for patients with ACI. Develop
criteria reflecting expected quality or
standards of care for patients with symp-
toms and signs of ACI that reflect the
urgent nature of this condition, including
the need for managed care organizations
to develop and implement critical path-
ways, and the imperative for payers to
reimburse for ED visits to determine this
condition.

* Define the quality indicators or mea-
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sures for process and outcomes of

care for patients with ACI so that
they can be tracked by quality assur-
ance organizations on behalf of the
managed care industry. The NHAAP
should work with quality assurance orga-
nizations to define and encourage the
use of performance indicators and out-
come measures reflecting early and
appropriate recognition and treatment of
patients with symptoms and signs of ACI.
Related to this, the NHAAP should articu-
late these quality indicators and measures
of care for patients with symptoms and
signs of ACI.

Recommend research by funding
organizations to develop outcome
measures and demonstration proj-
ects. Research monies are needed and
should be set aside by funding organiza-
tions and governmental agencies to

(1) develop measures of short-term and
long-term outcomes (including medical
outcomes, utilization, and cost) for
patients with symptoms and signs of AClI,
including cardiac arrest; and (2) demon-
strate, implement, and evaluate novel and
innovative pilot programs with measures
and outcomes for the delivery of care for
patients with ACI and cardiac arrest in
managed care settings, including rural
versus urban models, and access to
underserved and minority populations.



Summary/Wrapup

Dr. Lawrence Jones
Chair, Planning Committee

Dr. Lawrence Jones commended the
speakers at the meeting for presenting a
challenge to the Coordinating Committee
and providing high-quality information that
far exceeded expectations. He noted that
Dr. Robert Brook, in particular, did a superb
job in starting the conference by asking the
right questions and pointing the group in
the right direction. However, Dr. Jones cau-
tioned, the test now is to find ways to meet
the challenges presented at this meeting so
that everyone can benefit.

Dr. Jones also thanked members of the
Planning Committee for their dedication and
hard work in organizing this special meeting
of the Coordinating Committee. The special
focus on managed care was successful
because everyone did his or her job exceed-
ingly well.

The issues and answers that emerged
from the meeting were somewhat unexpect-
ed, but that is the purpose of such a meet-
ing—to identify new ways of implementing
better strategies for caring for people with
ACI (i.e., AMI and unstable angina), accord-

ing to Dr. Jones. Those issues were highlight-

ed at the meeting.

Dr. Jones concluded that although the
Coordinating Committee is made up of
members from different professional and

industrial organizations, there has never
been any effort to insert political or self-
serving agendas into the committee’s work.
All efforts have been concerned with the
welfare of the NHAAP mission.

Dr. Claude Lenfant
Director, National Heart, Lung, and Blood
Institute

This meeting of the NHAAP Coordinating
Committee, with its special focus on man-
aged care, featured discussions that were sig-
nificant and fruitful. The discussions that
took place will help pave the way for the
future of the program, which has so far been
largely successful because of the coopera-
tion of its participants.

If it were not for this partnership
between the Institute and the professional,
voluntary, and Federal organizations partici-
pating in the program, there is no question
that the NHAAP would not be what it is
today. The commemoration of the fifth
anniversary of this program is being
planned, and the discussions from this meet-
ing will contribute to that process.

The main purpose of the meeting was to
exchange ideas and information. It was not
meant to come up with solutions and deci-
sions because it will take some time to con-
sider the information brought out in the dis-
cussions and determine how it can influ-

47



ence what the various organizations in the
NHAAP are doing and how their recommen-
dations can be implemented. This material
will be organized and analyzed, and the
Institute is committed to taking whatever
steps it can.

During the meeting someone asked,
“Why is the NHLBI, which is a research orga-
nization, holding such a meeting?” The man-
date of the NHLBI is to do research to
improve cardiovascular health but also to
communicate the results of its research for
the betterment of the health of the American
people. When one looks at the history of
the Institute, there is no question that during
the past 40, almost 50 years, all the trends
and changes that have occurred in the car-
diovascular health of the American people
show that the initiatives, which have been
done in part by the Institute in cooperation
with many other organizations, have been
extraordinarily successful.

The decline in the rate of death from
coronary heart disease or all cardiovascular
diseases in the United States is undoubtedly
the envy of the world. No other country has
experienced the decline in the number of
deaths that has been experienced here. It
should be noted that this achievement has
occurred within a traditional, fee-for-service
indemnity health care system, the same sys-
tem that is being challenged today by man-
aged care.
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The NHLBI has always believed that if
the research and edu-

cational initiatives the
Institute conducts are
to continue to be suc-
cessful in terms of
translating them into
useful information to
benefit the health
care system and its
patients, it is neces-

If it were not for
this partnership
between the
Institute and the
organizations
participating in
the program,

sary to establish a there is no
relationship with the | question that the
prevailing health care | NHAAP would

system, no matter
what it is. That is
what the NHLBI has today.

not be what it is

done for the past 40
to 50 years with the fee-for-service system.

The scene is changing now, and there is
a new system emerging. For that reason,
there is a strong belief that it is important to
establish an open and fruitful relationship
with the new and quickly growing managed
health care system. This meeting has proba-
bly achieved part of that goal.

A representative of several managed
health care corporations said that he came
to this meeting rather anxious about what
would happen. He left feeling that he was
among friends and that there were plenty of
opportunities for cooperation by all con-
cerned. This remarkable statement can be
considered a call to action to continue the
work that was begun at this meeting.
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Emerging Managed Care Environment: Exploring the Issues
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Registration/Continental Breakfast
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Access to Care and Triage Under Managed Care:
What Are the Data?

Predictors of Time to Presentation to the
Emergency Department in Patients With Acute
Chest Pain: Focus on Insurance Status

Insurance Status and Treatment-Seeking Behavior
in Patients With Acute Cardiac Ischemia: Results
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Predictive Instrument (ACI-TIPI) Trial

Panel Discussion: Can We Say Anything Based on
the Data?
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Managed Care and How It Affects Access to EMS
Emergency Department Issues

Health Care Financing Administration Perspectives
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Continuous Quality Improvement and Managed Care:

Can We Define Indicators of Quality?
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Outcomes for Managed Care Organizations:
Report From the JCAHO

Panel Discussion: Defining Impact and Outcomes
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Ideas/The Future
e Managed Care Perspectives [Dr. Joanne Wilkinson]
e EMS Perspectives [Dr. James Atkins]

e Challenge to NHAAP Coordinating Committee and
Industry Representatives [Dr. Lawrence Jones]

Access to Care for Patients With AMI/Acute Cardiac
Ischemia and Managed Care Policies and Trends:
Perceived Issues and Possible Solutions

Group 1—Metropolitan Viewpoint
[Facilitator: Dr. Atkins]

Group 2—Rural Viewpoint
[Facilitators: Mr.Jimm Murray, Ms.Valerie Gompf]

Group 3—Public Policy

[Facilitators: Mr.William Schneiderman, Mr. Jay Merchant]

Group 4—Research
[Facilitators: Dr.Jane Scott, Dr. Selker]

Group 5—Crosscutting Issues (Challenges and Solutions)
[Facilitators: Dr.Lawrence Jones, Dr. Joanne Wilkinson]

Reports
Groups 1-5

Summary/Wrapup
ADJOURNMENT

Dr. Lenfant

Dr. Jones

Dr. Lenfant

Dr. Lenfant
Dr. Lenfant
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